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Preston Catalog Number PC 7194-1 
This newly developed Standing and ; 
Treatment Table is manually oper- 
ated by means of a hand crank. The sturdy base 
constructed of angle iron, has a brown enamel 


crinkle-finish. The table top is 24” wide; 78” 


long; 32” high, and is upholstered with durable 


waterproof leatherette 


EASE OF OPERATION—A specia EASILY MOVED with its four large 
worm and gear arrangement permits i” bal! bearing swivel casters, two of 
tilting the table with minimum effort which have step-on brakes 

Ihe crank handle is near the top 


COMFORT TO PATIENT ts a 


bviating th tor the therapist's 
i re nee ye sured b pho stered top of dura 
bendin 


waierproot leatherette. Footboard has 


TILTS FROM HORIZONTAL TO 1 non-slip surface Iwo heavy-duty 

VERTICAL position (from 0 ) restrainer straps hold patient securely 

degrees Locks automatically at an ym table. Square rails on each side 

desired angle t table permit placing restrainet 

EASY PASSAGE throuch narrow straps or auxiliary equipment in any 
lesired position 

doorways corridors Over-all 

width held down to g” Crank PROTRACTOR to indicate decree 

handle tolds out of the way of tlt from 0 to 90 deerce 

EASY TRANSFER ot patient from STORED IN SMALL SPACI Re 

bed or stretcher to table. Height of yuires only 29” x 44” for storage 

top—32” from floor. with top in vertical position 


ONE YEAR GUARANTEE AGAINST DEFECTS IN MATERIAL OR WORKMANSHIP 


THE Only quauity TABLE AT AN Economy Price! 


Designed for EASE OF OPERATION, COM- 
PLETE SAFETY and SIMPLICITY, with a re- 
sulrant LOWER PRICE THAN COMPARABLE 
UNITS. 

CATALOG NO 

PC 7194-U Standing Table, 

including Upholstered Top 

Complete with 4” casters and y] 4 5 

two Restrainer Straps 

PC 7195S Additional Res- 

trainer Straps 7.50 


Prices F.O.B. New York, N. Y. 
Send all orders directly to 


J. A. PRESTON CORP. 


175 FIFTH AVENUE, NEW YORK 10, N. Y. 


| THE PRESTON STANDING TABLE 
& 


FOR PHYSICAL MEDICINE 
AND REHABILITATION 


REHABILITATION: 


Walking Parallel Bars and Exercise Stair- 
eases of various designs; Posture Mirrors, 
single and triple; Gymnasium Mats in vari- 
ous thicknesses and coverings; Bicycle Exer- 
cisers; Restorator; Progressive Resistance 
Exercise Units; Quadriceps-Gastrocnemius- 
Footdrop Boots; Dumbbells; Indian Clubs; 
Wall Pulleys; Door Pulley Assemblies; 
Guthrie-Smith Suspension Apparatus; 
Stall Bars; Shoulder Wheels with height ad- 
justment; Manuflex and Gym Kit; Kanavel 
Table; Sayre’s Headslings; Ankle Exercis- 
ers; Large selection of Treatment Tables; 
Timers. 


INVALID EQUIPMENT: 


Everest & Jennings Wheelchairs; Holly- 
wood Wheelchairs; Commodes; Walkers; 
Patient Lifters; Standing (Tilt) Tables; 
Self-propelled Wheelstretchers; Large selec- 
tion of Crutches, hardwood and aluminum; 
Canadian Crutches; Tripod and Four- 
legged Canes. 


HYDROTHERAPY —ELECTROTHERAPY: 


Whirlpools for every use; Hubbard Tanks; 
Paraffin Baths: Hydrocollator Master 
Units and Steam Packs; Ries “Moistaire” ; 
Shortwave Diathermy —- Consoles and Port- 
ables; Galvanic-faradic-sinusoidal Generat- 
ors; Ultraviolet Lamps; Infra-red Lamps 
and Bakers; Ultrasonic Generators. 


CEREBRAL PALSY EQUIPMENT 


Wide variety of Stand-in Tables, Cut-out 
Tables; Kindergarten Chairs, Relaxation 
Chairs; Standing Stabilizers; Crab Crutch- 
es; Skis; Crawler; Protective Helmets 
(Headguards); Tricycles. 


ALL your needs 


SELF-HELP DEVICES: 
For Activities of Daily Living: Toilet and 
Bathing Aids; Automatic Page Turner; 
Reachers; Eating Utensils and other A D L 
Equipment. 


DIAGNOSTIC APPARATUS 
Chronaximeters; Dynamometers; Newman 
Myometer; Goniometers; Oscillometers; 
Thermocouples and Skin Thermometers. 


Featured Tem for Hovember 
THE NEW KEYSTONE SPLINT 


Useful in ambulation training of patients, 
particularly hemiplegics and paraplegics. 
Also used in determining brace re- 
quirements and for 
immobilization 
fractures. Made of 
washable preshrunk 
materials; has hard- 
wood stays for knee 
and/or hip stabiliza- 
tions, and 6 straps 
which can be placed 
in various positions. 


Write for 
Illustrated 
Literature 


Catalog #PC 4395 — 
Price complete with 


With our large stock of equipment you 
are always assured of prompt delivery. 


Write for Your Free Copy of our Illustrated Cata- 
log #1056 and for any additional information. 


Team J. A. PRESTON CORP. 


reliable source. 


175 FIFTH AVENUE, NEW YORK 10, Y. 
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Ultraviolet therapy spee 


convalescence! 


Recognized ancillary treatment in physical rehabilitation 
Essential adjunct in physical medicine, ultraviolet treat- 
ment is particularly effective in increasing blood hemo- 
globin level. Exposure to Hanovia ultraviolet improves 
absorption and ultilization of calcium, iron, nitrogen and 
phosphorus. 

Authoritative report reads: “The blood changes pro- 
duced by ultraviolet radiation are increased number of 
red and white cells and platelets, lowered blood sugar, in- 
creased sugar tolerance, increased blood calcium, relative 
lymphocytosis and eosiniphilia.” Other authorities report: 
“Ultraviolet exerts a glycogen storing effect preventing 
the lowering of respiratory quotients after muscular 
exercise.” 

In addition to your office use of ultraviolet equipment, 
ease your schedule by prescribing home ultraviolet therapy, 
yet maintain treatments under your control. New Hanovia 
Health Lamp Model 55, prescribed by you, may be pur- 
chased from surgical supply dealers. 

Yours On Request: Valuable authoritative treatise describing 
ultraviolet in physical rehabilitation. Without obligation, 
write for your free copy. Dept. PTR-11 


LUXOR ALPINE QUARTZ Newly designed profes- To be prescribed by you 


LAMP. Delivers complete sional model. HANOVIA for home use. NEW FULL- LAMP. Intense, concen- 


ultraviolet spectrum. ALPINE ULTRAVIOLET SPECTRUM QUARTZ HEALTH trated source of ultra- 
Provides intense radia- QUARTZ LAMP. Precision LAMP, ULTRAVIOLET p/us violet for local and ori- 
tion of wide, even dis- built. Exceptionally mo- INFRARED — MODEL 55. ficial application. Air 
tribution. bile. Moderately priced. Light, easy to use. cooled! 
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AERO -KROMAYER QUARTZ 


World-Leader in Ultraviolet 
for Over 50 Years 
Hanovia scientists and engi- 
neers have made major 
contributions to the vast 
improvement in physical 
therapy equipment, keeping 
pace with modern science 
and clinical requirements. 


WEMICAL & MFG CO 

100 Chestnut Street Newark 5, New Jersey 

Chicago Cleveland 


Washington, D. C. 
Los Angeles * San Francisco 
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DESIGNED BY BAILEY 
EXCLUSIVELY FOR JAY L. WARREN, INC. 


Attractively end 
erapeutically 


Bailey’s Therapeutic 
Furniture establishes the 
correct posiure-—for “as 
the twig is bent, so the 


tree will grow.” 


For Oce 
apy, Speech De- 


The Bailey Tripod — Crab 
Crutch is a new and versa- 
tile ambulatory aid. Spade 
type hand grip is exactly 
centered above three legs 
for maximum stability. 
Made of light weight tubu- 
ar steel. —> 


Bailey Safety Training 
Stairs provide a graduated 
training program from easy 
4” steps to 10” steps. Ab- 
solute rigidity instills con- 
fidence. Exclusive safety 
features accelerate training 
progress. 


Bailey Parallel Bars 
contain every feature 
considered essential by 
leading authorities in 
the Physical Therapy 
field. Floor mounted 
types, semi-portable 
types and models for 
children. 


Bailey Relaxation Chairs 
are the complete answer 
to every seating prob- 
lem of the Occupational, 
Speech and Physical 
Therapist. Full range 
adjustment of seat, foot 
board, back and tray 
positions. 


‘se For Your Copy 


Jay L. 


1247-49 W. BELMONT 


Tables 


Bailey Treatment 
are extremely well con- 
structed; are available in 
several models and can be 
had with or without stor- 
age shelves, drawers and 
adjustable back rests 


of the NEW Attractively 
ed Catalog 


arren, Inc. 


ote 17-5388 
Tel.: EAstgate 1 CHICAGO 13. ILL. 
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Membership in the American Physical Therapy As- 
sociation is $20.00 a year, including a subscription 
to THE PHYSICAL THERAPY REVIEW. Subscriptions 
for nonmembers to THE PHYSICAL THERAPY RE- 
VIEW, $6.00 a year; $6.75 in Canada and foreign 
countries. Single copies 75 cents. (50 cents to mem- 
bers.) Reentered as second class matter August 11, 
1949, at the post office at New York, N. Y., under the 
act of August 24, 1912. 


The statements in the manuscripts published in 
THE PHYSICAL THERAPY REVIEW are made solely 
on the responsibility of the author. The American 
Physical Therapy Association does not assume any 
responsibility for statements contained therein. Man- 
uscripts accepted for publication in THE PHYSICAL 
THERAPY REVIEW are for exclusive publication and 
may not be published elsewhere without permission. 
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MISS PHOEBE NO. 9 IN A SERIES 


SUGGESTED BY PETER KEYS, INDEPENDENCE, MO. 


“This contest isn’t fair! She used an E & J chair!’ “pee 
| 
ERS 


That “head-in-the-clouds” feeling comes lian J 
naturally to users of E & J chairs. L_#) 
The gleaming beauty and smooth, easy 
operation of E & J chairs 
encourage patients to regain their independence. 
Folded with finger-tip ease to a compact 
10” width, these lightweight chairs are easy 
to take places in the car, too. 


There’s a helpful E & J Dealer near you 


THE “TINY TOT’*, ONE OF SEVERAL EVEREST & JENNINGS, INC. LOS ANGELES 25 


&J CHAIRS DESIGNED FOR CHILOREN 


A 
Ls 
vé 
Ld LEW AS > 


Saddle Brook, N. J. 


EXCLUSIVE NATIONAL FRANCHISES AVAILABLE — for many countries 
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Make Your Own 
—— 
Orthopaedic Appliances 
with the new DIREKT-FORM 
i =e 
Cervical collar shown here was de- 
dal signed and constructed of Direkt-Form 
<I by A. Orthopedic Appliance 
450 Second Avenue, New York City 
Leche = DIREKT-FORM aluminum-alloy wire and woven fiber 
eeeeteeeeetrem mesh is a new, patented material. The mesh is 
jected eed easily formed directly jo the body of the patient. Th 
—— This molded form is then dipped into the plastic important DIREKT-FORM features: 
hardener. Also, the DIREKT-FORM method has a Eliminates plaster casts 
png unique advantage over plaster. A special softener ” Can be handled at room 
_ x i lied which i hapi ; temperature 
is supplied which permits reshaping or adjustment ; 
of a semifinished or finished DIREKT-FORM device. ¥ Light-weight and durable 
Write today for Bulletin 561 “ Readily reshaped : 
Allergy-proof, easily sterilized 
513 Victor St., Radiolucent 


Cosmetically more appealing 
to patient 


Write for proposal 


Fig. 194 


4624 WOODWARD AVE. 


ADJUSTABLE 
LUMBO-SACRAL 
SUPPORT 


5” to 7” Front 
6” to 10” Back 


This support is used for men and women. 


We also make: Sacro-iliac Belt, $4.50. 
stretch Nylon Lastex Stockings, $7.00 pair. 


HAVE YOU RECEIVED OUR CATALOG? 


THE F. A. RITTER COMPANY 


OUR 
PRICE 
$6.50 


Made of herring bone 
weave 2 ply coutil, 
reinforced in back, 
sides and front with 


stays. Supplied with 
removable sacral pad 
and perineal straps. 
Swiss knit V_ gore 
elastic comfort in sit- 
ting. Laced back, ad- 
justable buckles in 
front. Additional 


heavy webbing strap 
encircles the belt with 
buckle in front. 


Indications for Use: General lumbo-sacral sup- 
port, arthritis, sacro-iliac subluxation. Take 
measurments around the hips, 3” below the 
iliac crest. 


Two-way 


DETROIT 1, MICH. 


Georgia Warm Springs Foundation 
GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
In the Care of Neuro-Muscular Disease 


This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or American Registr of Physical 
Therapists, or American Occupational tucsene Asso 
ciation 

ENTRANCE DATES: First Monday in January. April 
and October. 

COURSE I—Emphasis on care of convalescent 
neuro-muscular disease with intensive training in 
functional anatomy, muscle testing, muscle reeduca 
tion and use of supportive and assistive apparatus 
This course is complete in itself 

COURSE Il—Three months duration with Course I 
prerequisite. Emphasis on care of severe chronic 
physical handicaps with intensive training in re 
sumption of functional activity and use of adaptive 
apparatus. 

IN-SERVICE TRAINING PROGRAM—Fifteen months 
duration at salary of $225 per month plus full main 
tenance, increasing to $250 per month at the com 
pletion of nine months. This program includes train 
ing in Course I and II. 

TUITION: None. Maintenance is $100 per month. For 
scholarship to cover transportation and maintenance 
for Courses I and II, contact National Foundation for 
Infantile Paralysis, Inc., 120 Broadway, New York 5 
New York. holarships require two years of ex 
perience. 


For further information contact: 
Robert L. Bennett, M.D., Medical Director 


Georgia Warm Springs Foundation 
Warm Springs, Georgia 
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most complete variety of advanced 
and supplies in the field— 


plus unequa’ 


PORTABLE 
ARM SLING 
SUSPENSION 


Provides upper extremity support during feed- 


control permits ¢asy movement 


TOMAC 
FOLDING 
INVALID I 


WALKER 
excellent support for pa- 
tients who need ambulation assist- 
ance. Width adjusts up to 2714”. 
5 height adjustments are provided 
by moving hand grips. With swivel 
casters or self-leveling metal glides 
Light, easy to fold and carry. 


Provides 


YOUR CATALOG OF fe 
Rehabilitation 


ANKLE 
ACTION 
TRIPOD 
CANE 


This new ambulatory aid 
has a flexible rubber mount 
that keeps all three feet 
in contact with the floor 
at all times! Tripod canes 
give ease of handling com- 


bined with a wide base 
of constant stability and 
support for the patient 


TOMAC 
RESPIRATORY 
BED 


Offers a wide range of positions for 
maximum comfort and _ therapy 
Four-section spring, rubber-mounted 


ing and other be used at to reduce vibration and provide quiet 

standing table, in straig operation. Spring height is only 31’ 

chair. Sling bar can be elevated to three { Oscillating speed adjusts from 12 to 
tions and 20° up and down. A foot lever 


50 excursions per minute 


To receive your Rehabilitation Products Catalog, 
just complete and mail this coupon. 


ehabilitation roducts 


*\— Division of American Hospital Supply Corporation 
¥ Department PT 
2020 Ridge Avenve, Evanston, Illinois 
Dear Sirs: 
Please send me a copy of the Rehabilitation Products 
Catalog. 


Nome__ Title 

Org ti 
(Nome of hospital, clinic, etc.) 

City and Zone. Stote 


| SENDFOR Te | 
| 
| | 
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| ENGINEERED 
for efficient, 
economical service 


Combination ARM, LEG 
AND HIP TANK, Model 
HM 601 . Stationary, 
stainless steel unit for hy- 
d ge and subaq 

therapy. Water mixing 
valve is thermostatically 


controlled. 


LITERATURE ON REQUEST 


Combination THERAPEUTIC 
TANK AND POOL, Model HM 
1200 .. . A special stainless 
steel tank permitting a com- 
bination of cessive and vol- 
untary exercise with hydro 
and manual massage, while 


Hudgins MOBILE SITZ 
BATH, 100... 
For hospital, clinic or of- 


fice use . . . sturdy stain- 
less steel and aluminum 


avoiding the necessity of at- 
tendant entering the water 


ELECTRIC perature of solution. 
CORPORATION 
50 MILL ROAD, FREEPORT, L. 1, N.Y 


For Treatment of SPASTIC CASES - CEREBRAL PALSY - STROKE 
POLIO - HAND INJURIES 


General Electric Company’s 


Silicone BOUNCING PUTTY 


| DOES NOT HARDEN . . . LASTS INDEFINITELY . . . CAN BE AUTOCLAVED 
saieeidink enitinitie As a “TRIAL ORDER” — Send $2.00 for One $2.85 Jar 


S. R. GITTENS, Sole Distributor . 1620 Callowhill Street, Phila. 30, Pa. 


Coming Meetings 


Nov. 7- 9 American Institute of Electrical ton D. C. (Symposium on Optics 
Engineers, the Institute of Radio _ and Microwaves) 
Engineers and the Instrument So- Nov. 14-16 Newer Developments in the Diag- 
ciety of America. Ninth Annual nosis and Management of Cancer 
Conference on Electrical Tech- (Symposium ). Duarte. Calif. 
niques in Medicine and Biology. Nov. 15-16 Society of Technical Writers 
New York jointly with Association of Tech- 
Nov. 12-16 American Public Health Associa- nical Writers and Editors, New 
tion, 84th Annual Convention, At- York, N. Y. 
lantic City Nov. 27-30 American Medical Association, 
Nov. 14-16 Optics and Microwaves, Washing- Clinical Interim Session, Seattle 
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CARDIOPHONE CP.3-6 


MEDI-SINE with GALVANISM 1400MG MEDI-SINE-1400M 


MEDI-SONAR CONSOLE-1050 


Dallans 


respected for more than 25 years 


for their mony valuable 
contributions to the science of 
physical medicine, is constantly 


increasing the number and 
scope of its products, making it ia 
possible to offer one of the most a 
complete lines available. 

All Dallons equipment is sold 
only through carefully selected 
franchised surgical supply dealers. 


For descriptive literature 
write to manufacturer 


MEDITHERM 1600 LTRA VIOLET600 


For the Best in Medical Electronics 
— Specify DALLONS 


5066 Santa Monica Bivd., 


Los Angeles 29, Calif. abd. 
, Please mail FREE literature to: ACL 4 
Mail 
This Gy 
Coupon ! I'm interested in 


TODAY! 


My preferred 
Surgical Supply 


-Dallons - | 

| 

| 

| . 
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DALLONS LABORATORIES, INC. 


Research shows that 
Standard Therapy Tables 
in use today 
are of 1850 design. 


Can Physical Therapists 
use modern technics 
to advantage 
with tables designed 
for a century ago? 


EQuIP WITH TERRY TABLES 
DESIGNED FOR TODAY 


Through Your Dealer or Order Direct From 


PHYSICAL THERAPY EQUIPMENT INC. axx anon, sacnican 


HYDROCOLLATOR 


MASTER UNITS 


Four all stainless 
steel models tc 
meet the various re- 
quirements in hos- 
pitals, clinics, phy- 
sicians’ offices, and 
patients’ homes. 

Automatically main- 
tains Steam Packs in 
water at proper 
temperature — con- 
stantly ready for 
immediate use. No 
plumbing used. 


Now moist heat can be applied conveniently, 
effectively and with a minimum investment in 
equipment. No dripping, no wringing, no re- 
peated applications. Each application gives 
at least 30 minutes effective moist heat. The 
Steam Pack is merely heated in water, wrap- 
ped in a towel, and applied. Standard equip- 
ment in leading hospitals and clinics across 
the nation. 
DESCRIPTIVE MATERIAL ON REQUEST 


CHATTANOOGA PHARMACAL CO., INC. 
CHATTANOOGA 5, TENNESSEE 


me 


12 Pack Mobile Unit 


| 

) 

5 

SS — 6 Pack | 
E-] 
D-3 2 Pack 4 Pack 
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Mot just. 

ultra-sound, 

an entirely NE not just electrical 
conceptin muscle stimulation, 


therapy... BUT.... 


Simultaneous application 
of sound and stimulation © 
through the sound head 


The Medco THREE-WAY SOUND AND STIM- 
ULATOR HEAD may be used in any one of three 
ways: 


1. AS A CONVENTIONAL SOUND HEAD APPLICATOR 


2. AS A MOVABLE ELECTRIC MUSCLE STIMULATOR * 
ELECTRODE 


3. SIMULTANEOUS APPLICATION OF SOUND AND 
STIMULATION THROUGH THE SOUND HEAD 


— TIMER OPERATES BOTH 
MEDCOLATOR AND 
ULTRA-SOUND. TREAT- 
MENTS MAY BE GIVEN Licensea under U. S. Potents 
SIMULTANEOUSLY OR Compeny ont 
F.C.C. Type INDIVIDUALLY Western Electric Company for 
Approval No. U-135 


Therapeutic Generators ‘ 
Available through your dealer. Write for COMPLETE information 7 


An Indifferent Electrode is Required 
for Electrical Muscle Stimultion MEDCO ELECTRONICS COMPANY, INC. 
Division — Medco Products Co., Inc. 
3607 EAST ADMIRAL PLACE @ P.O. BOX 3275-P @ TULSA, OKLA 


PATS PEND 


| 


for more efficient 
normal and denervated 


MUSCLE STIMULATION, 
ION TRANSFER, | 
MUSCLE AND 

NERVE TESTING 


nw teca 


low volt generator 


| IV. Locomotion 


@2 CIRCUITS—AC stimulation and DC 
therapy may be used simultaneously. 


@ MODERN ELECTRONIC VARIABLE 
FREQUENCY CURRENTS — for com- 
fortable, effective therapy. 


@ 3 METERS — for constant visual check 
in treatment and muscle testing. 


@®CONTINUOUSLY ADJUSTABLE 
surge and interruption rates. Rest 
periods independently adjustable. 


@ SPECIAL TEST TERMINALS — for 


muscle testing. 


Write for free demonstration — $P-5 Bulletin — 
“Notes on Low Volt Therapy” booklet. 


| q@ te Ca corporation 


80 Main St. White Plains, N. Y., 


Correlation of Basic Sciences 
with Kinesiology 


APTA — OVR Institute Papers 
April 1955 


TABLE OF CONTENTS 
Introduction: 
What is Kinesiology?—Susanne Hirt, B.S. 


I. BloMECHANICS 


Part I. Statics and Dynamics—Herbert R. 
Lissner, M.S. 
Part II. Forces in Kinesiology—Marian 


Williams, Ph.D. 


I]. CORRELATION OF ANATOMY AND PHYSIOLOGY 
WITH KINESIOLOGY 
Part I. Physiology—Harry M. Hines, 
M.D. 
Part Il. Anatomy of the Hand—Joseph E. 
Markee, Ph.D. 


Part III. Coordination of Muscles in Action 
—Roxie Morris, A.M. 
Ill. Structure AND Function oF INTRINSIC 
Muscies oF Hanp—Roxie Morris, A.M. 


Charles O. Bechtol, M.D. 
Marian Williams, Ph.D. 


} 


| For the Clinical Physical Therapist— 
Serves as a refresher course; gives you an- 
other view on locomotion. 
| For the Teaching Physical Therapist— 
Adds to your bibliography and sources of 
| visual aids; helps you to clearer analyses 
and better understanding. 
For the Student Physical Therapist— 
Relates scientific aspects to clinical situations; 
serves as a useful source book. 


Approximately 160 pp; numerous diagrams, 
photo-offset; hard cover; expected publication 
date September 25; price $4.50. Advance orders 
now being received. 


American Physical Therapy Association 
1790 Broadway « New York 19, New York 


Me 


An Important Career from Every Angle 
Serve as AN ARMY PHYSICAL THERAPIST 


serving 
humanit 
el vere As an Army Physical Therapist, 
“tone your career will be more complete from 
every angle. 


Serve Humanity . . . in modern, well- 
equipped Army hospitals. Work side by side 
with a top group of dedicated men and 
women. Further your professional goals 


through outstanding specialized training in 


the latest techniques and developments in 
your field. 


Serve your Country . . . with the rank 
a 
pay and prestige of a commissioned officer 


ss - in the United States Army. Perform a job 
directly benefiting the nation—a job so im- 
country... portant you start as an officer. 
_ Serve Yourself . . . through the many 
e., personal advantages of an Army career. Meet 


new people who share your interests and 


ideals. Enjoy the chance for exciting travel, 
both at home and in foreign lands. Count 


on a 30-day paid vacation every year. 


* 


Get all the details... Find out how you 


can have this important career from every 
angle—how you can serve humanity, 
4 country and self! Fill out this coupon and 


mail it today. 


The Surgeon General, United States Army 
Washington 25, D. C. 
Attn: Personne! Division STUDENT: l 
Please send me further information on my ——High School | 
U S ARMY opportunities asa Physical Therapist. —ae 
. . Nome 
Medical Specialist Corps — | 
ation Physical ! 
—— Therapist 
| city Stote OTHER: ! 


WAS ¢ 
| 
tonne 


Publications and Reprints 


RECRUITMENT 


Physical Therapy Offers You a Rewarding Career — 
An illustrated brochure with information for pros- 
pective students about physical therapy, the course 
of study, and opportunities for a career. 

Physical Therapy Programs—1956—A list of schools 
approved by the Council on Medical Education and 
Hospitals of the American Medical Association. 

Sources of Financial Assistance for Physical Therapy 
Student — 1956. 

Poster: Join Ranks in a Proud 
poster for bulletin boards. 


Profession—Career 

Career Facts—-A brief on needs and opportunities. 

Physical Therapy Record—A news tabloid with pictures 
depicting work of physical therapy for lay groups. 

Open House Plans and Suggestions—A practical easy- 
to-use guide for « physical therapy department Open 
House for prospective students. 


ORGANIZATION 


Code of Ethics of the American Physical Therapy Asso- 
ciation. 

Personnel Policies for Physical Therapists. 

Use of Nonprofessional Personnel —An_ illustrated 
pamphlet to assist the physical therapist to determine 
the need for nonprofessional personnel and to give 
guidance on inservice training and utilization. 


Approved Schools and Courses of Physical Therapy 
1928-1954. 


Essentials of a Hospital Department — Physical Therapy 
(To members 25¢). 


State Registration of Physical Therapists—Abstracts of 
state laws regarding registration of physical therapists. 


Chapter Directory — List of chapter presidents and 
secretaries and district chairmen. 

SCIENTIFIC REPRINTS 

Home Care Instructions — O]msted (15¢) 


Active Games for Physically Handicapped Children — 
Gump and Yuen-Hung Mei (10¢) 


Education for Childbirth: With Emphasis on the Role of 
the Physical Therapist — Flanagan, Heneage and Ashe 
(15¢) 


Ultrasound Therapy—Miller and Weaver (15¢) 


Physiology of the Heart and Circulation and Its Clini- 
cal Application in Physical Medicine—a bound 
edition of papers by nine authors with an introduction 
by Harry D. Bouman, M.D., Coordinator. (50¢) 


Physical Therapy Program for the Upper Extremity 
Amputee — Jampol (10¢) 
(15¢) 


Physical Therapy in a Small Hospital — Stamm 


VISUAL AIDS 


The following visual aids are available on loan to 
members and chapters upon request. They should be 
requested one month in advance of the date to be shown 


and return shipping costs must be paid by the borrower. 


Peripheral Nerve Injuries: A set of 
17 black and white 3% by 4 inch slides illustrating 


Upper Extremity 
nerve injuries of the upper extremity. 


Recruitment 


Within Your Hands — Black 
sound picture depiciting the education and opportuni- 
Each 


chapter (and district) also has a copy of this film. A 


and white 17% minute 


ties for the profession of physical therapy. 


special 1444 minute version for telecasting is avail- 
able from the National Office. 


Physical Therapy, A Career of Science and Service — A 
color filmstrip to interpret physical therapy to high 
school students and lay groups. Each chapter (and 

district) has a copy of this and additional cepies may 

be purchased from the National Office at $4.50 per 


print. 
Professional 
Slides 


Underwater Exercise — A set of 26 Kodachrome slides 
made at the Orthopaedic Hospital in Los Angeles de- 
scribing equipment and technics of underwater exercise. 


Special Issues of the Review 


Polio Issue (July 1952) (25¢) 
Polio Issue (July 1953) (25¢) 
Cerebral Palsy Issue (February 1952) (25¢) 
Rehabilitation Issues 
Functional Issue (November 1949) (25¢) 
Rehabilitation Issue (November 1955) (50¢) 


Abstracts Reprinted 


“Haltung,” an Abstract from Body Posture by Magnus, 
and “Head Posture and Muscle Tone,” Clinical Observa- 
tions by A. Simons, abstracted by Signe Brunnstrom, 
have been reprinted in one pamphlet. 


Reprints can be ordered from the American Physical 
Therapy Association, 1790 Broadway, New York 19, New 
York. The cost of the pamphlet containing both ab- 
stracts is 50¢ (in quantities of 10 or more, 25¢). 


All requests should be addressed to 
American Physical Therapy Association 


1790 Broadway, New York 19, New York 
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HILL TRACTION © 


Gives MORE THAN 
STANDARD TREATMENT 

HILL TRACTION ... 
The mechanical treatment table with the gliding 
top fer rolling traction. 
For stretching traction there is a complete selection 
of harnesses to provide 0 to 150 “pull”, constant or 
intermittent, in any body area. 
With table top in motion each articulation is worked 
separately and evenly by semi-pneumatic spring- 
cushioned rollers. Heat and vibration available as 
optional equipment. With motor off, HILL TRAC. 
TION becomes standard all-purpose table. 

WRITE FOR COMPLETE INFORMATION 


HILL LABORATORIES COMPANY 
MALVERN, PENNSYLVANIA 


EXTENSION 
HEAD 
HALTER 

by RITTER 


our price $12.50 


Quickly hung from any 
door. Made of white dou- 
ble coutil, fleece-lined. 
Buckle adjustments per- 
mit fitting to any head 
size. Halter comes com- 
plete with pulley system, 
door-top support, spreader 
bar and weight bag. 


THE F. A. RITTER CO. 
4624 Woodward Ave. 
Detroit 1, Mich. 


HORIZONTAL TRACTION ASSEM- 
BLY (Fig. 321-A) with pelvic belt . . $17.50 


Measurements required: Circumference 3 inches 
below iliac crests. 


for men’s 
sturdy 


support 


When support is 
indicated for men 
because of occupa- 
tion, injury or dis- 
ease, Camp as- 
sures specific func- 
tion for specific con- 
ditions. A complete 
line of supports for 
men is stocked by 
Authorized Camp Dealers, immediately 
ready to serve your patients with pro- 
fessional fittings. Camp's moderate 
cost garments always are fitted precise- 
ly to your prescription. 


SUPPORTS ~ APPLIANCES , 
JACKSON, MICHIGAN 
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WORD LOOKER-UPPER 


I never could spell so I have had to resort to 
Mr. Webster when writing the merest note to my 
secretary. Invariably my eye leads me to two 
other words. One above and one below the one 
I am searching for. They are so interesting that 
these two lead to four, then to eight, and frequently 
to eleven pages of fine print in the encyclopedia. 
Here I exhaust some subject which I never heard 
of before or will perhaps again. 


This way one accumulates an abundance of 
worthless knowledge and a nodding acquaintance 
with a large number of words; that is, if he is a 
real dedicated “looker-upper.” One day I looked 
up the word “zarf.” This led me to “finjan” and 
this to an exhaustive study of the “Levantine.” I 
won't tell you how you can get through this tortu- 
ous path. If you are curious, try it yourself. It’s 
lots of fun and puts you in position to influence 
your friend—to go away, that is. 


When I am not exhausting myself in such stud- 
ies, | manage to make visits around where some 
Physical Therapy is being employed. Last week I 
visited a GP in a small town who, with his two 
Therapists, practices sincere Physical Therapy along 
with his medicine, minor surgery, and all the usual 
things required of a village doctor. 


I interviewed five patients who have been under 
Ultrasonic treatment for periods varying from four 
days to fifteen weeks. I studied the case histories, 
saw x rays and all other diagnostic data as Dr. “S” 
told me of these cases. One was a 37 year old bus 
arthritis—walked with two 


driver—rheumatoid 


crutches when he first came in—can’t work. An- 


other had chronic asthma—but had an acute attack 
just before his first treatment. Another was a 62 


year old man with a brace and crutches worn for 


five years as a result of injuries received when he 
fell thirty feet into an excavation. One had sinus- 
itis and another bursitis; both conditions were 
acute just a week ago. These patients were all 
treated thoroughly with Ultrasonic energy—two 
received other measures of physical medicine also, 
and the rheumatoid patient took twelve aspirin 
tablets as well as a daily Ultrasonic treatment. 
If Dr. “S” published the spectacular results he has 
had on these five cases (and many others) he'd be 
asked, probably, to appear before some investiga- 
tive committee of his local society. 


If you are not yet using Ultrasonic energy in 
your daily work, it's about time to get hep. I hope 
you will get an Ultrasonic machine with the name 
“Birtcher” on it, but by all means get an Ultrasonic 
machine and use it according to your medical 
chief's prescription—and watch the results. There 
are several good makes on 
the market—just ask the 
established surgical supply 
dealer in your area. 


Cordially, 


C. J. Birtcher, President 
The Birtcher Corporation 


P.S.—I stil can’t spel. 
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Orthetics for Function 
Part |: Prescription 


Robert L. Bennett, M.D. (U.S.A.) 


It is the purpose of this discussion to bring to 
the attention of the physical therapist the reasons 
underlying the physician’s prescription of various 
orthetic devices used at Warm Springs. Because 
our time is limited, only points of particular 
importance and interest will be discussed, and 
only in that phase of orthetics dealing with the 
use of devices that serve to increase safe and 
practical activity of patients with muscular weak- 
ness. To my knowledge, the words, “orthesis.” 
“orthetics.” and “orthetic devices.” have not 
been used before and are not in any existing 
dictionary. The “orthesis” may be de- 
fined as a medically prescribed device applied to 
or around a weakened bodily segment to give 
support and increased function. This word is 
used in contradistinction to prosthesis which 


ord 


means a “replacement of a missing part by an 
artificial substitute.” Similarly, orthetic pertains 
to orthesis as prosthetic to prosthesis. Orthotist 
is already an accepted word and is used to 
designate the person who constructs orthetic 
devices. Braces, splints, crutches, corsets, feed- 
ers, wheel chairs. hoists, reachers, page turners. 
typing sticks, and the countless number of de- 
vices to adapt normally used objects to use by 
the physically handicapped—all come within the 


Medical Director, Georgia Warm Springs Foundation, 
Warm Springs, Georgia 

Read at the Second Congress of the World Confederation 
for Physical Therapy, held in New York, June, 1956 
This paper will appear in the published Proceedings 


field of orthetics. Frankly, the word was con- 
ceived of the necessity to find a simple title for 
this discussion and the accompanying exhibit. 
When normal muscle balance and use are 
disturbed, either for a temporary or permanent 
period of time. it is frequently necessary to 
prescribe orthetic devices to obtain safe activity 
for the recovery of functional capacity. This 
does not mean that such devices must be used in 
every case where muscle power or joint aline- 
ment is disturbed. It must be clearly understood 
that the use of orthetic devices is necessary only 
when function is a desirable or necessary part of 
treatment and when such a device will enable 
the patient to carry out this function with safety. 
Activity is the most beneficial and, at the same 
time, the most dangerous ingredient of the pre- 
scription necessary for the adequate care of 
diseases characterized by muscular weakness. 
(Activity is obviously necessary for the recovery 
of strength because there can be no dispute that 
strength, as well as coordination and endurance, 
can never be recovered by keeping the patient 
motionless in bed. However, in the very simpli- 
city of this fact lies the dangers of haphazard or 
overactivity. It must be thoroughly appreciated 
by both the physician and therapist that over- 
activity has at least three dangers: (1) over- 
activity can cause structural distortion of in- 
volved bodily segments: (2) overactivity can 
promote the development of faulty patterns of 
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bodily movement, and (3) overactivity can 
actually cause the loss of muscle strength. Struc- 
tural deformities or distortion of bony aline- 
ment, or contractures about joints, will occur 
eventually even in normal persons if the bodily 
segments are placed repeatedly in faulty position. 
The muscular weakness that characterizes many 
neuromuscular and musculoskeletal diseases and 
the demineralization that occurs with disuse and 
inactivity permit rapid changes in the contour 
of bofie and mobility about joints. Thus, while 
prescribed activity is necessary for prevention 
of deformity, overactivity can cause or accelerate 
deformity. This is obviously the reason that 
certain orthetic devices may be necessary during 
all phases of recovery of neuromuscular disease 
if a patient’s own muscles are too weak to support 
the necessary activity. Such devices properly 
designed, fitted, and used, permit and encourage 
early, safe activity and become a part of the 
over-all treatment essential to recovery or to the 
continued security of permanently weakened seg- 
ments. It must be emphasized again that such 
devices are to be discarded as soon as recovery 
occurs in the patient’s own musculature to the 
degree of strength sufficient to maintain proper 
alinement of bone and joint. The development 
of faulty patterns of movement may interfere 
with complete recovery or maximum recovery of 
functional activity. The purpose of treatment is 
to recover completely the effective use of the 
neuromuscular or to with greatest 
effectiveness those remaining neuromuscular units 
if some irreversible pathology has occurred. If 
patients are permitted haphazard activity during 
the period of expected recovery, movements are 
attempted only with those muscle groups that are 
stronger and under some voluntary control. This 
results in abnormal or substitution patterns of 
motion that are not only inefficient, awkward, and 
fatiguing, but also are patterns that ignore the 
weaker groups which cannot, at that time, take 
part in the activity. As these movements are re- 
peated they become habitual and are difficult, or 
even impossible, to break—-even though the un- 
used groups recover physiological excitability. If 
intact motor units are not used, or are used 
ineficiently, maximum recovery is not possible. 


system use 


Perhaps the greatest danger of overactivity lies 
in overwork of muscle. Too few of us appreciate 
the damaging effects of persistent overwork of 
the neuromuscular system even in the normal 
person. Overwork of muscles, particularly when 
coupled with faulty patterns of motion, is the 
most common cause of incomplete recovery as 
well as actual loss of strength following neuro- 


Tue PuysicaL THe 


4 


ey Review Vol. 36, No. 11 
muscular and musculoskeletal disease. Certainly 
it should be a basic principle in treatment that 
muscle groups must never be encouraged to 
repeatedly bear stresses beyond their strength to 
hold. 

This emphasis on, first, the need for activity, 
and, second, the dangers of overactivity should 
serve to point out the fact that orthetic devices 
should permit and even encourage function but, 
at the same time, should provide this desirable 
function with greatest safety. Early function 
should never be obtained at the expense of later 
loss of muscle strength and the development of 
structural deformity. 

When prescribing this type of orthetic device 
the physician must keep certain criteria constantly 
in mind: (1) The device must serve a real need. 
Applying unnecessary apparatus can be just as 
dangerous as not applying necessary apparatus. 
(2) The device prescribed must be of a design 
that can be constructed and, as necessary, be 
repaired by any good orthotist. (3) The device 
should be as light weight as possible but must 
also be capable of standing up under expected 
wear. (4) The device must be reasonable in cost. 
(5) The device must be sufficiently simple that 
it can be properly applied by the patient or his 
family. (6) The device must be acceptable in 
appearance, and (7) must in no way endanger 
the structural security of bodily segments through 
its use. 

Functional orthetic devices can be most easily 
discussed in relation to the bodily segments to 
which they are applied. For all practical pur- 
poses, the segments may be divided into (1) 
the lower extremities, (2) the forearm and hand, 
(3) the shoulder, and (4) the trunk. 


Lower ORTHETICS 


Indications 

Support and aline foot. 
Support and position knee. 
3. Support and control hip. 


2. 


Long leg brace.—The long leg brace is the 
basic device used to fulfill the objectives of the 
above indications. Despite common usage, many 
physicians fail to appreciate the importance of 
design and fit. 


Points of emphasis 


1. A long leg brace should be made of metal 
as light weight as can be expected to stand 
up under the activity demanded by the pa- 
tient. but weight is not as important as 
design and fit. 


= 
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2. 


The long leg brace should extend to within 
1% inch to *4 inch of the ischial tuberosity. 
If the brace is higher, it tends to pinch the 
patient and will not permit him to get his 
hips properly under him when standing and 
walking. That is, he tends to walk in a 
quadruped position. If the brace is too 
short the patient will tend to “sit back” in 
the brace and not get his hips under him 
properly. 

The knee joint should not be at the level of 
the anatomic knee joint but rather at the 
level of the greatest prominence of the 
internal condyle of the knee. If the knee 
hinge is too high, the mid-thigh band will 
press into the thigh uncomfortably when the 
knee is flexed. If the knee hinge is too low 
the calf band will press uncomfortably into 
the calf of the leg when the hinge is bent. 
The proper placement of the knee hinge 
determines in large part the comfort of the 
brace when the patient is sitting down. 
Relationship of the depth of the upper thigh 
and mid-thigh bands determines the position 
of the knee when the patient is standing. 
If the upper thigh band is deep and the mid- 
thigh band shallow, the patient’s knee will be 
flexed. If the upper thigh band is shallow 
and the mid-thigh band deep the knee will 
hyperextend. It is to be emphasized that 
anteroposterior positioning of the knee 
(flexion, extension, and hyperextension) is 
accomplished by the proper relationship 
between the depth of the upper thigh band 
and the mid-thigh band. 

The calf band is not used to position the 
knee. Its sole purpose is to give stability 
and rigidity to the uprights of the brace be- 
low the knee. 

For convenience in removing the brace from 
the shoe. the points are made to fit a channel 
situated in the heel of the shoe. This means 
that the joint of the brace is not level with 
the anatomic ankle joint of the patient. We 
have found that there are no significant dis- 
advantages to this placement of the ankle 
joint. An ankle joint at the level of the 
anatomic ankle joint is used only in chil- 
dren where the shoe has a heel so flat that 
it cannot accommodate the round channel 
and point. We believe that all routine long 
leg braces should be made so that shoes can 
be easily removed from the brace. This 
permits not only the use of several pairs of 
shoes as desired, but also permits the pa- 
tient to have channels placed in new shoes 


10. 


11. 


12. 
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without the necessity of going without his 
brace while a new shoe is being fixed to 
the brace. This is of obvious advantage to 
the patient who lives some distance from the 
brace shop. 

Anterior stops to limit the degree of dorsi- 
flexion should be avoided if possible. An- 
terior stops definitely interfere with fune- 
tion. Getting into and out of a sitting 
position, and walking with hips properly 
“under” are examples of activities hindered 
by anterior stops. They also tend to break 
the shoe at its shank and cause pivoting on 
the heel when walking. If dorsiflexion is to 
be limited it can usually be done by a care- 
fully fitted high top shoe laced snugly, or 
by a posterior elastic strap from the calf 
band to the heel of the shoe. 

The distal end of the lateral upright of the 
brace below the knee should be longer than 
the medial. In the adult, this should be 
approximately %;, inch and in the child 
approximately 1g inch. The function of the 
longer lateral upright below the knee is to 
shift the entire brace medially at its top and 
thus enable the patient to “get over” his hip 
easier. 

Roof wedges are used to position the shoe— 
and thus the foot in the shoe—within the 
over-all alinement of the brace below the 
knee. A roof wedge is placed between the 
channel of the ankle joint and the upright 
of the shoe at its heel. A lateral upright is 
used routinely to make up for the longe: 
lateral-point length. If a position of varus 
is desirable, no lateral roof wedge should be 
used. If valgus is desirable, the height of 
the lateral roof wedge can be increased. If 
an exaggerated varus position is desirable, 
a medial roof wedge may be used. 

Leather cuffs and knee pads crossing the 
anterior portion of the extremity should be 
kept at a minimum. Usually a strap 2 inches 
wide across the top of the brace will secure 
the brace at this level. There is usually no 
need for cuffs at mid-thigh and calf. A knee 
pad made as small and comfortable as pos- 
sible will complete the support of the brace. 
The appearance of a brace is important, 
particularly if it must be worn by a patient 
for a long period of time. For this reason, 
the metal should be polished and the leather 
should be of superior quality. The leather 
covering the bands may be of contrasting 
color if the patient so desires. 


When at all possible the long leg brace 


8. 
4. 
6. 
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should not be attached to a pelvic band or = 2.“ The distal crossbar at its radial end must be 
to a back brace. Dr. Michael Hoke has fitted to hold the first metacarpal joint in a 
been credited with saying, that if a patient position of functional opposition by pressing 
can be taught to walk safely and practically against the distal end of this metacarpal. 
with a long leg brace and a pelvic band. he — 3. The C-bar must abduct the thumb as widely 
can do better without the pelvic band. The as is functionally practical. It should be 
pelvic band definitely interferes with func- rounded to press under the head of the see- 
tion in most cases, and may promote the ond metatarsal without limiting the flexion 
development of flexion- abduction contrac- of the index finger, and fitted snugly in the 
tures in the growing child. While this web of the thumb and extend along the full 
attachment may be necessary to prevent length of the proximal phalanx of the thumb 
rotation of the hip, prevent jackknifing of to control the lateral alinement of the first 
the patient. and give lateral stability of the metacarpophalangeal joint. but not limit 
patient, it is rarely necessary if good mo- flexion of the interphalangeal joint of the 
bility into extension and adduction of the thumb. 
hip has been maintained. 1. The middle crossbar should be angled back- 
ward and not come off at right angles to the 
ForeARM AND HAND OrTHETICS center bar, so that its strap will pass down- 
oe ward and backward. and then around the 
Indications 
wrist just proximal to the thenar and hypo- 
1. Support and aline forearm. wrist, fingers thenar prominences. This will prevent the 
and thumb in functional position. splint from sliding distally and the C-bar 
2. Add dynamic movement to forearm, wrist. will prevent it from sliding proximally. 
fingers and thumb. 5. To minimize pressure at the dorsum of the 
3. Adapt hand to hold appliances. wrist and around the forearm. the central 
4. Adapt appliances to functional hand use. bar should extend proximally as far as possi- 
The hand splint-——The hand splint and_ its ble without interfering with supination and 
attachments have little uniformity of design pronation and. of course. without limiting 
throughout the world. There are at least two flexion of the elbow. 
reasons for these variations in design. First. the 6. First dorsal interosseus assistance is most 
forearm, wrist, and hand. as a unit, are required easily obtained by a ring around the prox- 
to function in multiple and. at times, highly com- imal phalanx of the index finger attached 
plex patterns of movement and no one apparatus to an elastic band or a spring. which is 
is likely to satisfy all these demands. Second, attached to a metal outrigger; the outrigger, 
hand splints designed to increase functional capa- in turn, is attached to the radial aspect of 
city have been used widely only during the past the distal crossbar. The outrigger can be 
15 years due particularly to the demands of made detachable by a simple keyhole and 
poliomyelitis, peripheral nerve injuries, trauma- serewhead joint. The second metacarpo- 
tic quadriplegia, and cerebral vascular accidents. phalangeal joint should be positioned in 
The basic hand splint used at Warm Springs abduction and 15 degrees flexion. The pull 
is the so-called “opponens splint with wrist ex- should be at a right angle to the proximal 
tension.” even when the characteristic thumb and phalanx. The distance between the attach- 
C-bars may be needed only to properly position ment of the elastic to the outrigger and the 
and stabilize the splint on the hand and forearm. ring should be equal to the length of the 
This basic splint is applied to the dorsum of the index finger. If the outrigger and elastic 
hand and forearm to give the fingers and thumb interferes with necessary function, they can 
greater freedom and to permit easy attachment be replaced by a length of spring wire run- 
of assistive and adaptive devices. We must admit ning forward from the crossbar or may be 
that it is still far from being an ideal functional replaced by attaching the elastic to the 
orthesis. . center bar and running it over a small pulley 
placed lateral to the proximal phalanx of 
Points of emphasis the index finger. These last two methods 
1. The distal crossbar at its ulnar end must be are more difficult to construct and to adjust, 
fitted snugly around the fifth metacarpal and have less positive action. 
and, when necessary, extend into the palm of 7. Finger and thumb extension assistance can 


the hand to support the metacarpal arch. 


also be obtained by elastic bands or springs 
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fastened to the rings and outriggers. Three 
points of fitting must be kept in mind: (a) 
Direction of pull must abduct the fingers 
and thumb as they extend and permit flexion 
of the fingers toward the base of the thumb: 
(b) In the design for extension assistance. 
a clear distinction must be made between 
assistance to the extrinsic extensors and to 
the intrinsic extensors of the fingers. When 
extrinsic extensor weakness exists, the rings 
should be passed around the proximal pha- 
langes of the fingers; when intrinsic weak- 
ness is present the ring should be placed 
around the middle or, in unusual cases. the 
distal phalanges of the fingers. When in- 
trinsic weakness exists a lumbricales bar is 
also necessary to depress the metacarpo- 
phlangeal joints: (c) the direction of pull 
should be at a right angle to the phalanges 
being assisted when the hand is in a func- 
tional position. This means that the out- 
rigger that assists intrinsic extension must 
he placed considerably farther forward than 
an outrigger that is designed to assist ex- 
trinsic extension. 

Flexion assistance is difficult to obtain in a 
really practical manner. Unfortunately. any 
device designed to pull the fingers into 
flexion must occupy a position in the palm 
of the hand and limit functional use. Spring 
wire or strips of spring metal can be used 
to press the fingers into flexion. These wires 
are attached to the distal crossbar of the 
hand splint and to rings passed around the 
necessary phalanges of the fingers. These 
require considerable adjustment and are 
not as practical as they should be. 
Countless objects that are normally held 
in the hand may be attached to the hand 
splint. The most common method of attach- 
ing these objects to the hand splint is 
through a simple sleeve that may be slipped 
over the end of a T bar. This T bar is 
attached to the distal crossbar of the splint. 
runs forward over the dorsum of the hand. 
and curves around the fifth metacarpal to 
pass under the hand just behind the meta- 
carpal phalangeal joints. An extension to 
this T bar may to hold the 
fingers away from the object attached to 
the hand splint. The following is a repre- 
sentative list of some of the more commonly 
used objects that are attached to the hand 
splint in this manner: (a) swivel spoon, (b) 
swivel “spork.” (c) swivel cigarette holder, 
(d) pen, pencil, and paint brush holder, (e)} 


be necessary 
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lipstick holder. (f) page turner, and (g) 
toothbrush holder. 

If the hand is capable of holding these 
objects without the need for a hand splint. 
they can be attached directly to the hand or 
fitted to weakened or distorted fingers. The 
object can be held in the required position 
by modifying the size of the handles or by 
adding fitted over several 
fingers. The precise design will depend on 
the strength and balance of the particular 
hand. 

The fingers and thumb may occasionally be 
given dynamic movement through a harness 
and cable arrangement similar to that used 
in prosthetic devices for the forearm and 
hand. These require some stability of the 
trunk and in the shoulder and arm of the 


rings one or 


side that is weakened. They are usually 
powered by movement of the opposite 
shoulder. A number of these devices have 


been made at Warm Springs but, in general, 
they have only limited use. 

Electronic devices to add dynamic power to 
the hand have not been found practical at 
Warm Springs. These are intricate in design. 
difficult and expensive to build, and very 
difficult to maintain in practical working 
order. At the present time. we have not 
been able to build these devices to satisfy 
the previously mentioned criteria for fune- 
tional orthetics. 


SHOULDER AND ELpow Ortruetic Devices 


Indications 


“Overhead slings.” “feeders.” 


Support arm and forearm in a position of 
effective hand use. 

Add dynamic movement of hand towards 
head (elbow flexion and supination) and 
hand reaching outward (shoulder forward 
flexion and adduction and elbow flexion). 


and “reachers” 


are the basic devices used to achieve the objec- 
tives in the above indications. The designs for 
overhead slings and feeders have been described 
in detail eisewhere and will be discussed only in 
brief outline at this time. 


Overhead slings.—An overhead sling is 


used to position the shoulder girdle and arm 
through support of the elbow and forearm within 


a range of protected function. It 


is a device 


most commonly used during recovery from weak- 
ness but may be used in a more chronic phase, 
particularly in children, for functional position- 
ing of the forearm and hand. 


10. : 
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Points of emphasis 


1. The overhead rod should be as high as is 
practical. The higher the rod, the flatter 
will be the arc of movement of the hand and 
forearm. This is most important and cannot 
be emphasized too strongly. 

2. When used for support of the shoulder the 
arm should be held at an angle of 70 to 80 
degrees midway between forward flexion 
and abduction. 

3. When deltoid and short rotator strength 
ranges between “zero” and “poor,” the el- 
bow should be supported approximately 
14 inch to 34 inch above the working surface 
of the bench, table, or lapboard. The hand 
should rest on the table or just swing free, 
depending on the desired function of the 
hand and the strength in the external rotators 
of the arm and shoulder. When strength is 
“poor plus” to “fair.” the elbow, forearm, 
and hand should be resting lightly on the 
table so that the voluntary muscle power of 
the shoulder girdle, plus the upward lift of 
the spring, permits the forearm and hand 
to be lifted free and moved about easily. 


B. Feeders.—The term “feeder” is used to des- 
ignate all types of apparatus designed to bring 
the hand toward the head by means of a “see- 
saw device under the forearm and/or elbow. 
The design of the feeder also permits horizontal 
movements. In general, a feeder is not used 
until time and adequate treatment indicate that 
the patient has little chance of recovering func- 
tional use of his upper extremities through 
voluntary muscle power; however, a feeder may 
be used as part of a convalescent program to 
provide strength through repetition of move- 
ments against graded stress. 

The forearm cradle may be supported in four 
different ways: 


1. By an overhead bar. The single cage and 
cradle replace the usual double cuffs of the 
standard overhead sling. This is a “suspen- 
sion feeder.” It gives greatest assistance of 
any type of feeder in all ranges of motion 
and it is relatively simple to set up and ad- 
just. The motion imparted to the feeder by 
the overhead rod and spring may be too 
free for stable activity by some patients. 
The overhead bars, suspension spring and 
strap are conspicuous and rather bulky to 
add to a wheel chair. 

2. By a metal stand placed on the work table. 
This is a “stand feeder.” It has the advan- 
tage of being portable, is the least conspicu- 
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ous of feeders and is easily moved about on 
the table surface for greater usefulness. 
However, it may tip easily and is usually 
too high for children to use. 

3. By a clamping device attached to table, 
bench, lapboard, chair arm, or chair back. 
This is a “clamp feeder.” This feeder has 
the advantage of being quite stable. can be 
made small and compact, and is less con- 
spicuous than the other type of feeders. It 
has the relative disadvantage of requiring 
somewhat greater muscle power and control 
than a suspension type feeder, and its range 
of motion may be limited. 

4. By a metal bar attached to a corset, back 
brace, or belt. This is a “body type feeder.” 
It has obvious value to the patient with 
severe weakness in the upper extremities 
but with adequate strength in his trunk and 
lower extremities to sit down, stand up, and 
move about in a safe and practical manner. 
It can be made so that it is quite comfortable 
particularly when attached to a corset, 
and can be worn inconspicuously under 
normal clothes. Because of the weight of the 
apparatus plus the weight of the upper ex- 
tremities, it has the disadvantage of causing 
some postural strain. It must be carefully 
applied and constantly checked when ap- 
plied to a growing youngster—particularly 
when used unilaterally. 


Points of emphasis 


1. Feeders are not intricate in design but they 
are difficult to fit and adjust for maximum 
usefulness. No physician can prescribe and 
no orthotist can construct a feeder that can 
be used with maximum usefulness without 
preliminary trial. It is the responsibility of 
the physician and the therapist working to- 
gether to determine by trial and error the 
exact combination of feeder components 
(type and size of cradle, position of channel, 
height of cradle, need for supinator attach- 
ment, length, number, curve, and range of 
motion of swivel arms) before the prescrip- 
tion to the orthotist is written. This means 
that the use of feeders must not be attempted 
unless sufficient variety of these components 
are available for trial-and-error preliminary 
fitting and use. It is important to empha- 
size that the orthotist must not be expected 
to do this. 

2. No feeder devices should be ordered until 
proven useful in practical activities and 
thoroughly accepted by the patient. Such 


S 
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devices are not only expensive but are 
conspicuous and, for the latter reason, pa- 
tients may not be willing to use them when 
they return home, to school, or to a job. 


(C) Reachers.—Reachers are forearm cradles 
or elbow supports attached through one or more 
swivel arms to table or chair to permit an ex- 
tended range of motion over a working surface. 
Reachers do not have the see-saw feature of the 
feeders. 


TrRuNK OrtHeETIC Devices 
Indications 


1. Support and aline spine to permit safe 
activity without distortion of spine. 

2. Stabilize trunk to permit activity of upper 
and lower extremities. 

Corset.—At Warm Springs the corset is the 
basic device used to support, aline, and stabilize 
the trunk. The corset is used in the place of a 
back brace because we feel that it is more func- 
tional. (1) It will give comfortable support: (2) 
it is easily modified; (3) it is relatively inex- 
pensive; (4) it is acceptable to patients: (5) all 
attachments discussed below can be added with 
relatively little difficulty. 


Points of emphasis 


1. We have yet to find a corset so designed 
that it will fit well in both the sitting and 
standing positions. 


bo 


The corset should be of correct height. In 
the back it should just touch the surface on 
which the patient is sitting and extend up- 
ward to a point | inch below the inferior 
spinal angles of the scapulae. In the front 
it should extend from the pelvic brim to 
the xiphomanubrial junction. If it is too 
short in front, the top slips under the 
inferior costal margins and is uncomfort- 
able. If it is too high, it limits chest ex- 
pansion. 

3. For female patients a skirt is usually added. 
This provides greater stability to the trunk 
and permits the attachment of garters. This 
skirt is, unfortunately, difficult to fit com- 
fortably. 


Attachments 


1. Horizontal bars—An aluminum bar may be 
fastened across the top and bottom of the 
medial stays in the back of the corset. This 
may be called “standard equipment” on all 
corsets made at Warm Springs. This pro- 
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Figure 1. Top of corset is shifted 
off to right and held in this posi- 
tion by aluminum bars riveted to 
corset stays. 


vides far greater stability than the stays 
alone and converts the corset into a true 
back brace. Even greater rigidity can be 
obtained by reinforcing the medial stays 
with molded aluminum strips. (Figs. 1 
and 2) 

Shifted top.—lf the aluminum bars are at- 
tached across the top and bottom of each 
stay with a single rivet, the top of the 
corset can be shifted to the right or left 
to provide a corrective force against cer- 
tain types of dorsolumbar lateral deviations 
of the spine. The corset can be held in this 
corrected position by additional rivets. 
Simple crutches.—Simple crutches are sim- 
ilar in design to the “cow horn” feature of 
some back braces. These simple crutches 
are attached to aluminum bars at the top 
of the corset and are intended to hold the 
shoulders back in position and thus sup- 
port the middle and upper back. Simple 
crutches are seldom used to support the 
shoulder in an elevated position. If such 
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Figure 2. 


fitting with corset seen in figure 1. 


support to the shoulder is necessary, the 
crutch should be heavily padded and care- 
fully used. These simple crutches can be 
made detachable by fitting them into sleeves 
of metal attached to the aluminum bar 
across the top of the stays at the back of 
the corset. It may be advisable to have 
these crutches detachable so they can be 
removed if, when the patient is walking. 
they interfere with the top of the hand 
crutch. 


Quadrilateral crutch and pressure pad at- 
tachment.—A_ quadrilateral crutch is a 
molded kidney-shaped pad fitted to the an- 
terolateral aspect of the upper thorax to 
press against the base of a dorsal curve. 
It is attached in the same manner as a sim- 
ple crutch. It is opposed by a kidney-shaped 
leather pad in the inside of the corset on 
the opposite side of the thorax placed just 
below and posterolateral to the apex of the 
dorsal curve. These pads are placed to op- 
pose each other in force and thus correct 
the dorsal curve. They are attached to each 
other by straps that go around the thorax 
anteriorly and posteriorly, running from the 
top of the quadrilateral crutch down to the 
sides of the pressure pad. The quadrilateral 
crutch is hinged at its base so that tighten- 


X ray of patient with left high lumbar curve before (left) and after 


ing of the strap causes pressure to be ex- 
erted against the upper thorax. A simple 
crutch is usually attached to the corset on 
the opposite side to the quadrilateral crutch 
so that rotation of the thorax away from the 
pressure of the quadrilateral crutch is not 
permitted, 

Head traction.—Pressure upward against 
the occiput and mandible may be obtained 
by this attachment. This may be used not 
oniy in the attempt to straighten lateral 
deviations of the spine but also to hold the 
head in position when the anterolateral or 
posterior cervical muscles are weakened. 
\ vertical sleeve of metal is attached to 
the back of the corset between the medial 
\ bar of metal supporting the head 
piece slides within this sleeve. (Fig. 3) 


slays. 


Points of emphasis 


It must be remembered that the force press- 
ing upward against the head must be coun- 
teracted by equal force pressing downward 
against the hips. The corset must be so 
fitted that it cannot slide downward as 
the pressure is increased against the head 
piece. This can be accomplished by apply- 
ing straps from the posterior stays of the 
corset to run downward and laterally above 


| 
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the crest of the ilia to the anterior stays 

at the front of the corset. The straps must 

be made adjustable to fit snugly about the 
waist. 

The traction attachment must be made as 

simple to apply as is possible. This is most 

easily obtained by fitting the sleeve with 

a spring clip which controls the height of 

the traction bar by slipping into notches in 

the traction bar. 

3. Head flexion, extension, and rotation should 
be permitted by use of swivels in the yoke 
supporting the mandibular and_ occipital 
pieces, 

1. The occipital piece should be horizontally 
swiveled. This swivel should be attached 
to the occipital piece at the junction of the 
middle and lower third of the occipital 
piece. This forces the occipital piece into 
a more horizontal position as traction is 
applied and tends to lift the head upward 
rather than push the head forward against 
the chin piece. 


to 


Mis ELLANEOUS ORTHETIC Dev ICES 
FOR FUNCTION 


Hand crutches.—The so-called “Everett” 
crutch is the most commonly used hand crutch 
at Warm Springs. This is simply an aluminum 
modification of the Canadian crutch. These 
crutches permit placement of the arm, forearm, 
and hand within the crutch itself and are used 
to teach the patient to stand in a normal position 
rather than leaning forward, hanging on the 
axillary top of the usual crutch. The forearm 
band prevents flexion of the elbow and takes 
the strain from the triceps. This was originally 
intended as a training crutch to promote an 
upright position with the least amount of effort 
but, because most patients tend to prefer the 
crutches they used when originally taught, most 
of our patients prefer the Everett type crutch 
for daily activity in the chronic phase of their 
disability. 


Points of emphasis 


1. The top band of the Everett crutch should 
press the arm at the level of the junction 
of the middle and upper third of the arm. 

2. The length of the crutch below the hand 
piece should be just sufficient to permit the 
patient to hike his lower extremity up from 
the floor without leaning forward. If the 
Everett crutch is too long below the hand 
piece it takes away most of the advantage 
of this design. 
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Figure 3. Notched head traction rod held in sleeve 


of corset attachment. Spring steel bar on sleeve 
fits into notches. Also shown is the horizontal 
tract that permits shifting the corset within the 


line of traction. 


An axillary top can easily be placed on the 
uprights of the Everett crutch to replace 
the arm band. Many patients may begin 
standing with this axillary top for support 
and then later replace it with the usual 
arm band. 

If strength, particularly triceps 
strength, returns and good trunk and hip 
stability is present, the Everett crutches can 
be cut down to cane height. This means 
that the upright above the forearm band 
is removed. The forearm band can be the 
usual three-quarter-closed band or can be 
a complete circle. This circle can be so 
attached to the uprights that it will swivel 
and patients can lean on this cane with 
the elbow bent and the forearm pressing 
into the padded ring for support. This 
swivel top will also permit the patient to flex 
the elbow without losing the cane. 


1. | 
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Lofstrand crutch.—The Lofstrand type crutch 
is in common usage. It will not be described 
here. It is used at Warm Springs when sufficient 
upper extremity and trunk strength permits the 
patient to take advantage of the Lofstrand design. 

All patients should be tried on various types 
of crutches and canes to determine the type 
most suitable for the particular patient’s muscle 
strength and balance. We do not believe that 
the Lofstrand type of crutch is a good support 
for initial training in standing, hiking, shift- 
ing of weight, and walking. 

Wheel chairs.—A wheel chair may be an es- 
sential orthetic device to increase the functional 
capacity of the severely weakened person. A 
wheel chair should not be thought of simply 
as a means whereby a patient may push him- 
self or be pushed from one place to another. 
A wheel chair, properly designed and fitted, is 
the base from which the patient can develop a 
great many physical activities. It is not the 
purpose of this paper to discuss the relative 
merits of wheel chairs that may be purchased 
from the various manufacturers but simply to 
point out that there are a number of attach- 
ments to these wheel chairs that must be con- 
sidered when a wheel chair is purchased and 
then fitted to the patient’s most effective use. 
Wheel chairs various and, ob- 
viously, a chair should be ordered to fit the 
patient’s physical dimensions. Less obvious are 
the following modifications or attachments that 
should be emphasized: 


come in sizes 


1. The most stable portable wheel chair has its 
large wheels in the back and 8 inch caster 
wheels in the front. 


2. Brakes may be attached to lock the large 
wheels, permitting the patient to get into and 
out of the chair with less difficulty and also 
to keep the chair in position when the patient 
is working at a table. The 8 inch casters 
should also have locks that hold the wheels 
pointing straight ahead to give greater sta- 
bility for the activities mentioned. 


3. Removable desk-type arms with arm rests 
are most desirable. These permit the wheel 
chair to be rolled under the average table 
so that the hands can be placed properly 
over the table; also removable arms permit 
the patient to slide from the wheel chair to 
bed, toilet, or into another chair. 


4. Handrims or horizontal spokes may be ad- 
visable for propelling the wheel chair. 


5. Metal heel clips may be necessary to add to 
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the foot rest to keep the feet from sliding 
backward off the foot rest. 

6. A metal crutch pocket attached to the bottom 
of the back rest, usually on the right, and 
a strap at the upper part of the back rest 
will permit the hand crutches to be held 
while the wheel chair is being moved about. 

7. An attachment to permit narrowing of the 
wheel chair so that it may be taken through 
narrow doorways is frequently necessary. 


Hoists.—Again there will be no attempt to 
discuss the relative merits of various hoists ob- 
tainable on the market today. It is important to 
emphasize, however, that no one hoist fills all of 
the needs of the patient. The hoist that is best 
to get a patient into and out of an automobile is 
not necessarily the best hoist for getting a patient 
into and out of a bathtub, or into and out of bed. 
The demands of a patient at home and at work 
will determine the proper type of hoist to be 
ordered. 


CONCLUSION 


This discussion has attempted to present the 
indications and the points of emphasis for the 
more commonly used orthetic devices to increase 
the functional capacity of the severely involved 
patient—not only to make the physical therapist 
aware of the existence of such devices but also 
to point out the reasons why the physician orders 
such devices for his patients. Obviously, an 
orthetic device is only as valuable as the patient's 
ability to use it. The responsibility for teaching 
the patient to use these devices safely and effec- 
tively must in large part rest with the physical 
therapist. 

The orthetic devices discussed here are illus- 
trated and described in greater detail in the 
following papers: 

1. Britt, L. P., and Bennett, R. L.: Care of the after- 


effects of poliomyelitis—forearm and hand, Arch. Phy 
Med. XXXI, pp. 646-653, (Oct.) 1950 


2. Bennett, Robert L.: Head traction attached to corset 


in care of scoliosis, Arch. Phy. Med. XXXII, 84-89, 
(Feb.) 1951 
3 and Stephens, H. R.: Care of severely paralyzed 


upper extremities, J.A.M.A. 149: 105-109, (May 10) 
1952 

4. Bennett, R. L.: Supportive and Assistive Apparatus in 

Convalescent Poliomyelitis, Congress of Physical Medi- 

cine (1952—Proceedings) pages 93-100—Headlel Bros 


Ltd., 109 Kingsway, London WC2, 1952 

——: Classification and treatment of early lateral 
deviations of spine, Arch. Phy. Med. & Rehab. XXXVI, 
9-17, (Jan.) 1955. 


6. ——— and Stephens, H. R.: Assistive and adaptive 

apparatus for upper extremities, Phys. Therap. Rev., 
626-640 (Nov.) 1955. 

7. ———: Poliomyelitis: Scientific Exhibit (Third Inter- 


national Poliomyelitis Conference) pages 452-470, 


Philadelphia, J. B. Lippincott Co., 1955. 


Orthetics for Function 


Part Il: Patient Training 


Hazel Royall Stephens (U.S.A.) 


The term “orthetics” defined and discussed by 
Dr. Bennett will probably become a pertinent 
term in the vocabulary of physical therapists. 
To review the definition, “Orthetics is a medically 
prescribed device applied to or around a weak- 
ened bodily segment to give support and increase 
function.” This, please remember, is in contra- 
distinction to the replacement of a missing part 
through prosthetics. The prosthesis replaces and 
the orthesis is an addition—not a replacement. 
For years a term with this connotation has been 
conspicuously absent as we have attempted to 
convey our ideas and experiences on this subject 
to our colleagues and to our patients. So we are 
happy to have the terms, orthetics, orthesis, and 
orthetic devices, to assist us in better understand- 
ing each other during the discussion—Orthetics 
for Function: Patient Training. 
The responsibility for training the patient 
should be delegated to the person best qualified— 
To know the proper fit of all types of ortheses; 
To recognize and safely solve problems that 
may any modification necessary 
during the procedures involved in the train- 
ing program; 
To realize the maximum function of the orthe- 
sis. 


arise or 


The physical therapist, with her interest and 
knowledge of kinesiology, functional anatomy, 
training in muscle reeducation, and psychology 
of the handicapped, has been the logical person 
on whom the physician has relied. After the basic 
patterns for use of the orthesis are established, 
additional activities are usually added to the 
orthetic training program by the occupational 
therapist. recreational therapist, and ultimately 
the vocational training staff. 

The training of patients in the use of their 
ortheses includes many of the problems encoun- 
tered in training patients who have prostheses. 
Permanent loss of muscle power in the bodily 
segment for which the orthesis is prescribed 
and/or those segments that can control it, is a 

Chief, Functional Physical Therapy, Georgia Warm 
Springs Foundation, Warm Springs, Georgia. 

Read at the Second Congress of the World Confedera- 


tion for Physical Therapy, held in New York June 1956. 
This paper will appear in the published Proceedings. 


usual complication for the person who uses an 
orthesis. This, of course, adds to the complexity 
of the training program. The orthetic training 
program technically includes everything from 
bilateral feeders to strengthen elbow flexion, a 
corset to prevent or correct a scoliosis, bilateral 
braces and crutches for gait training, the use of 
an opponens splint in preparation for surgery, 
to functional training in the proper type of port- 
able wheel chair for a housewife, or training a 
quadriplegia in how to instruct one person to 
move him with a portable lift. You can readily 
see that many physical therapy hours must be 
spent each day in training patients who need 
one or several ortheses. 

In order to plan the training program for any 
orthesis there are certain natural preliminary 
steps the physical therapist must understand. 
The physical therapist must— 


I. Know the patient—not merely the patient's 
name, sex, and race, but a thorough knowl- 
edge of his medical history including diag- 
nosis, date of onset, previous treatment, and 
if or how ortheses were previously used. 
Available records from social service and 
psychology departments should be reviewed. 
The physical therapist must obtain and 
retain a joint range evaluation, muscle test, 
functional test and a record of any sensory 
changes. 


II. Thoroughly understand the prescription for 
constructing or purchasing the orthesis. 


III. Thoroughly understand the prescription for 
use of the orthesis. 
Why is it indicated and for what purpose? 
An orthesis may be ordered: 
To increase, maintain, or control range of 
motion, 
To support a weakened segment, 
To assist in a program of active-assistive 
muscle reeducation, 
To limit activity, and 
To increase functional capacity. 


These are broad categories. Sometimes such 
general dispositions are adequate, but if 
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they are not, insist on specificity. You can- 
not carry out the physician’s prescription 
unless you understand specifically what he 
desires. 

Many made adjustable 
enough to fit and to be used by several pa- 
tients of different sizes with different diag- 
noses and involvement. Every physical ther- 
apy department should own adjustable or- 
theses. They are valuable 

For trial—to determine the type of orthe- 
sis best for the patient, 

To save time—allowing work with an or- 
thesis while patient's own is being con- 
structed, 

In making specific measurements possible 
on the prescription to the orthotist. 
(This usually means that fewer adjust- 
ments and changes are required after 
the orthesis is delivered to the patient. ) 

In cutting down the amount of department 
equipment. 


ortheses can be 


Adjustable ortheses that have been tried and 
proven practical for departmental use will be 
discussed later. 


IV. Finally, and most important, the physical 
therapist must prepare the patient for the 
orthesis. To inform the patient, the physical 
therapist must know: 

A. Why it has been ordered 
and value, 

B. How it is to be used—both during treat- 
ment and between treatments, 

C. How much it is to be used in actual time, 

D. What the patient’s responsibilities are in 
regard to the equipment. 


its purpose 


If the patient understands why, when, where 
and how, you will find him more receptive to the 
orthesis and more cooperative and conscientious 
in the use of it. Children as well as adults respond 
well when they thoroughly understand the pur- 
poses and their responsibilities. 

Knowing the patient, understanding the pre- 
scription for construction of the orthesis, the 
prescription for its use, and having prepared the 
patient, the physical therapist is now ready for 
speedy delivery of the ordered equipment and a 
prompt medical check so that actual training with 
the orthesis can begin. 

The actual training should be specific and de- 
pends on the type and purposes of the orthesis, 
muscle power and range of motion present, diag- 
nosis, age of the patient, desires of the patient, 
and the inherent drive or lack of drive on the 
part of the patient. 


Braces AND CRUTCHES 


For specific discussion in training the patient 
in the orthesis, we will group together the orthe- 
ses that are logically used together; i.e.. training 
for the use of the main lower extremity ortheses 
will include braces, crutches and canes. 

You cannot determine the true fit or function 
of an orthesis until it has been used correctly for 
a reasonable length of time. The physical thera- 
pist must be sure that the patient is comfortable 
in the sitting position as well as while standing. 
The calf band must not bind and the knee pads 
must be adjusted properly. The initial standing 
of the patient should be considered carefully. 
Temporary leg supports may be advisable if de- 
livery of a patient's braces is delayed. Ideally, 
when a patient is ready to begin training in the 
upright position, he should have his own braces 
and crutches. 


Preparatory Activities 


The amount and the type of preparatory activi- 
ties depend on the purpose of the orthesis. If 
the equipment is to be used for proprioceptive, 
psychological, or physiological purposes, the 
preparation will be less extensive than for the 
patient who is preparing for as many activities 
as are possible in a standing position. Careful 
selection of the activities for each patient in 
preparation and actual use of braces and crutches 
is important. Some patients require several ac- 
tivities and other patients only a few. We will 
discuss those that are basic and have the greatest 
carry-over value. 


The standing table is used as a preparatory 
step when the physical condition of the patient 
does not allow standing in braces or when the 
patient is waiting for braces to be delivered. It 
provides a progression from a flat position to an 
upright position as indicated by pulse, breathing, 
and blood pressure. 

Specific stretching of any tight segments that 
would prevent applying the braces, holding the 
crutches, or maintaining an upright position in 
the orthesis must be carried out early. 

Sitting balance exercises and activities are 
helpful in teaching shifting of weight and dem- 
onstrate how the head effects balance. These can 
be taught on the side of the bed, treatment table, 
wheel chair or mat. Mat activities, wheel chair 
exercises and functional training technics in 
the wheel chair can increase balance, trunk and 
upper extremity strength, mobilization, and en- 
durance. 
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After the ortheses are received and checked 
by the physician, the patient may continue some 
of these preparatory activities as he begins train- 
ing in his braces and crutches. 


Parallel Bars 


We believe patients should be introduced to 
an upright position in the equipment they will be 
using and not in parallel bars. Parallel bars are 
valuable to certain patients but the bar work 
should not precede his experience in standing in 
his own equipment. 


As crutch balancing progresses the parallel 
bars may be preferred for special work. This 
procedure helps the patient to realize that his 
permanent support is crutches, not stable bars, 
but he also understands that he may need the 
stability of the bars for the development of cer- 
tain patterns. Parallel bars may he used most 
efficiently in conjunction with crutch balancing 
work. Our professional libraries have many ex- 
cellent discussions of the use of parallel bars so 
we will mention them only briefly and emphasize 
crutch balancing. Parallel bars are not suitable 
for the standing and walking training of all 
patients. They are not practical for the patients 
who lack triceps power or those who cannot lock 
the elbow. In order to use the bars effectively 
pressure must be applied through a stable arm to 
the hand secured on the bar. 


Proper crutches can compensate for these lim- 
itations. therefore crutches are used for some 
entire training programs. Parallel bars serve 


purposes other than specific training for gait 
and step climbing. Excellent’ routines for 


strengthening upper extremities, trunk and _in- 
creasing endurance are possible in the bars. 
Some functional training preliminary technics 
and certain stretching procedures can be carried 
out well in parallel bars. Parallel bars in a physi- 
cal therapy department should always be adjust- 
able—preferably in height and width. There is 
one main precaution to be observed in using 
parallel bars. No habits should be established 
that would make the use of crutches difficult. Pull- 
ing up on the bars is a common example and must 
be avoided. Pulling up on the bars will provide 
support but pulling on crutch handles leaves the 
patient with no support. By using parallel bars 
in conjunction with crutch balancing these habits 
are less likely to be established. 


Crutch Balancing 


Time spent in crutch balancing pays big divi- 
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dends for the crutch walker. The aim of crutch 
balancing is to make the patient secure and safe 
on his crutches—not only for gait training but for 
all functional activities in the upright position. 
If the patient is well trained he will listen to and 
understand instructions, execute them without 
fear of falling. and not be confused by directions. 
Thus he will execute his first steps more easily 
and be encouraged by his achievement. 


For the severely handicapped patient the aim 
may be to obtain enough balance to facilitate 
being moved from bed to chair, or chair to car, 
by one person, while the patient is in a standing 
position. 


Getting the patient into the upright position 
for the first time must be carefully planned. This 
is an important occasion in his rehabilitation pro- 
gram. He should be shown how the locks on the 
braces work; he should be taught the difference 
between the right and left crutch, if there is a 
difference; and should understand what each 
piece of equipment is to do for him. Usually two 
people should assist a beginner in standing until 
the patient and the physical therapist are confi- 
dent of safety. Be sure the patient understands 
what is to be done, what he is to do, and what 
you and your assistant will do. Lifting the se- 
verely involved patient to his feet with crutches 
in place is preferable. This eliminates someone 
holding him while crutches are positioned and is 
a smoother operation because he has the support 
of the crutches immediately. Having the patient 
wear a substantial belt is a good safety precaution 
and assists the physical therapist in handling the 
patient. One hand on the belt and the other at 
the front of a shoulder are the best points of con- 
trol for the patient. The following is a simple 
practical technic for putting a person on his feet: 
stand in front of him, slide him forward in his 
chair, lock his braces, apply his crutches, bring 
head and shoulders forward so they are balanced 
over his hips. After he is sitting erect, position 
crutches well in front of and to the side of his 
feet (so they will not have to be repositioned 
when he is up), step to the side, take his belt, 
lift him forward keeping his hips under him, 
then step behind him as your assistant steps in 
front of him. Little change should be necessary 
in positioning of feet or crutches if this technic 
is carefully executed. The exact reverse of this 
will put the person back in his chair smoothly 
and comfortably. 


The patient should assume the best posture pos- 
sible in view of his weakness. 
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The crutches should be a few inches out and 
in front of the feet to give stability, but close 
enough to keep the patient quite erect. 


Distribution of weight should be on both feet 
and on both crutches through hands and shoul- 
ders. 


Weight should be distributed on the feet, on 
the heels, and on the forefoot. 


For severely involved patients some points in 
the balancing program may have to be sacrificed 
until later and, of course, some patients will never 
be able to maintain balance in a symmetrical 
way. 

In the beginning patients should be cautioned 
always to keep some weight on the crutches when 
not moving them. After balance is established 
the patient should be taught to relax the hand 
grip to save his hands and to give relaxation 
between activity. Beginning crutch balance rou- 
tines should include simple things such as main- 
taining an acceptable stationary balance with 
assistance and working toward balance without 
assistance. The effect the head has on balance 
should be pointed out early. The patient should 
be able to tell you that lifting his head causes 
his hips to be tucked under him and looking 
down will cause his hips to go out from under 
him. If he understands which position of the 
crutches, feet, and the body provides the best 
balance, he should be able to tell anyone how to 
position him. 

The patient should practice shifting the weight 
forward and backward from the ankles, keeping 
his hips under him. The advantages and disad- 
vantages of each position should be pointed out. 
When more weight is on the forefoot there is 
more weight on the crutches and the patient feels 
more stable but, because there is so much weight 
on them, the hands tire quickly in this position. 
Shifting the weight to the heels takes the pressure 
off the hands—even to the point that the crutch 
can be moved and eventually the hand taken out 
of it—but in the beginning the patient feels 
much less secure with most of his weight on his 
heels. Other activities to be learned include: 


Shifting weight from one leg and crutch to 
the other—moving from the ankles. 


Moving one crutch only a few inches for- 
ward, sideways, back to position and back- 
ward. Repeat with opposite crutch. 

Turning body slightly with crutches in place. 


Tripod position or variation thereof—freeing 
opposite crutch. Work toward lifting the crutch 
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slightly in all directions and finally over the 


head. 


Maintaining balance with alternate crutch and 
leg forward, as they are between steps. The 
patient’s crutch and leg are positioned for him. 
Moving one crutch and the opposite leg back- 
ward and returning to position—then the op- 
posite leg. 


Lifting both crutches to left, to center, to right, 
working toward increasing range. 


Lifting both crutches together slightly and re- 
placing them. 


Lifting both crutches to left—then to right— 
gradually increasing range. 


Removing one crutch: With Everett crutch, 
release hand, supinate it sharply, grasp the 
handpiece in this position and turn crutch so 
that the elbow can be flexed. Pushing down on 
the handpiece is possible if necessary. Lean 
crutch on the body—at the front. Replace and 
repeat on opposite side. 

Arm exercises with support of one crutch. 


While he is supported by two crutches, teach 
the patient how to let his hips come out from 
under him and then tuck them under again. 


Use a mirror when advisable. 


There is no magic formula that produces good 
standing balance. It is a result of gradual pro- 
gression and much work and patience on the 
part of the patient and the physical therapist. All 
locomotion activities require balance of one de- 
gree or another. If a good extensive program 
of balancing is included prior to attempts at gait 
training, the possibilities of walking, or walking 
well, are greatly increased. Do not rush the bal- 
ancing program but make it as varied and inter- 
esting as possible being sure the patient learns 
something new each day. 


Advanced Crutch Balancing 


Advanced crutch balancing is for those pa- 
tients who have balance for simple gait training 
but who need additional werk in preparation for 
swing through gait, step climbing, getting in and 
out of low furniture and picking up objects from 
the floor. Advanced crutch balancing can include 
anything that will improve balance or teach the 
patient how to regain equilibrium when thrown 
off balance. Some suggested routines: 


Balance routine in preparation for swing 
through gait—lift crutches forward and swing 
body weight onto them without advancing. 
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Swing crutches back and shoulders back, keep- 
ing hips tucked under at all times. 

Teach balancing with little weight on crutches 
and if advisable without crutches. 

Walk crutches out in front—so that hands 
gradually move toward the floor. 


Walk crutches out in 
crutches reversed. 


front with Everett 


Remove crutch and place on floor from the 
above position. 


While balanced upright, reach with one crutch. 
Balance to music or counts. 


Play games such as “Follow the Leader” and 
“Simon Says,” or ball games, using a large 
plastic playground ball, hitting it with crutches. 
Ten pins, propelling ball with crutches, relays, 
reading paper, lighting cigarette, putting ob- 
jects in and out of pocket, and certain dressing 
procedures are useful activities. 


\ patient should be brought to a standing 
position for the first time by his own physical 
therapist. who should also begin crutch balancing 
routines. When he knows the fundamentals, 
group clutch balancing classes have advantages. 
Group work is also excellent for teaching ad- 
vanced crutch balancing. 

Gait training, too, should be initiated by the 
patient's own physical therapist. Group work 
may be advisable later. Time does not permit de- 
tailed analysis of gait training and step climbing. 
The physical therapist usually has the responsi- 
bility for determining what type of crutches or 
canes will be most functional for the patient. 
This is done by careful training with each prac- 
tical type and evaluating the advantages and dis- 
advantages. 


Actual functional training in braces and 
crutches should follow gait training. Patients 


should be taught as many ways as possible to do 
each activity of daily living. They should be 
taught to execute them in as normal a pattern as 
possible and with the least amount of energy 
expended, The ease and grace with which they 
do these things will minimize their conspicuous- 
ness. The training program should prepare them 
for as much independence as possible in any 
physical surroundings. 

Adaptive equipment available for persons who 
need braces and crutches are minimal. Ice grip- 
pers are available in several styles. Pocketbooks 
and carrying cases that attach to crutches are 
practical, and there are canes on the market 
which incorporate magnets and pick-up devices. 
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DEPARTMENT EQUIPMENT 


Adjustable braces have not proven practical 
as departmental equipment but adjustable 
crutches and canes are very valuable. They can 
be made adjustable in length below the hand- 
piece, the handpiece may be lowered or raised, 
and the top of the crutch can be interchangeable 
from Everett to axillary. 

The patient’s own crutches can be temporarily 
lengthened by metal clips that hold a series of 
hard rubber disks. The number of disks deter- 
mines the additional length. 


Corsets 


Training in the use of the corset should not 
be taken lightly. It is most important to con- 
vince the patient of the value of the corset to him, 
and even of the danger sometimes involved if it is 
not worn. The corset must be checked for the pa- 
tient’s comfort, restriction of breathing or swal- 
lowing, and must be padded or adjusted until it is 
satisfactory. Crutch attachments or a pressure 
pad should serve the purpese intended and still 
be comfortable enough to wear. The patient 
should be taught how the corset is to be applied 
and how to do it himself when advisable. The 
corset is always put on in a lying position so that 
it will fit down over the hips, will be reasonably 
snug at the waist, and loose enough not to con- 
strict breathing at the rib cage. 


Corset With Head Traction 


The actual application of a corset with head 
traction is important. Each time the corset is put 
on the child, the following steps should be fol- 
lowed in the order listed: 


1. Release traction bar between headpiece and 
corset by pulling out the clip which is at- 
tached to metal sleeve on the back of the 
corset. 

2. Always release traction first when putting 
on corset. 

3. Put the corset on with the patient in the 
lying position. 

4. Tighten straps at the side of the corset so 
that they fit snugly around the waist above 
the pelvis like a belt. This is most import- 
ant. If straps are not tight, the corset will 
slide down and the spine will not be 
stretched. 

5. Place child in sitting position. 

6. Attach headpiece to traction bar. 

7. Slide chinpiece into position on rod and 
tighten screws, being sure the piece at the 
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Figure 1. Overhead slings attached to chaise longue with lapboard in 


position. 


back of the head is well under the head and 
touching the neck. 

8. With child’s head in an erect position, pull 
up on traction bar until headpiece is press- 
ing firmly upward against chin and head. 

9. Test to see if correct amount of traction is 
applied by trying to lift child’s head out 
of headpiece. No additional stretch should 
be possible if traction is correct. 

10. Check traction in 5 to 10 minutes after 
corset has become adjusted and apply more 
traction if possible. This is important. 


The amount of pressure should be as much as the 
child can tolerate, and the corset should be worn 
as many hours each day as possible and at night 
if ordered. Clean track with oiled cloth each time 
corset is washed. 


HANDSPLINTS 


In addition to being sure that the handsplint 
fits and performs the purpose for which it was 
intended, the physical therapist must be respon- 
sible for the fit of the splint during activity. An 
orthesis may look and feel fine until it is in use 


then it may cause irritation, stop circulation, 
cause substitute patterns of motion, and even in- 
terfere with function. It is more important to 
keep a close check on handsplints than any other 
orthesis. 

\ handsplint is usually prescribed for full time 
use, and incoordinate patterns which are not rec- 
ognized early could jeopardize ultimate recovery 
and coordinate function. The use of the hands in 
the handsplints must be thoroughly understood 
by the patient and checked by the physical thera- 
pist. If the rubber bands or hat cord has lost 
its effectiveness it should be replaced. The physi- 
cal therapist working with the patient in and out 
of his handsplint must interpret whether it is 
functional or not, and should be able to give the 
physician suggestions for making it more func- 
tional. When the patient is concentrating on 
complete function there may be additional 
changes needed; for example, pulley extension 
assistance to eliminate the out-rigger apparatus 
when finger extensor power needs to be compen- 
sated; or unlined splints for a housewife so the 
hands can be used in water. Handsplints require 
more constant checking and evaluation than any 
other extremity orthesis. 
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OVERHEAD SUSPENSION SLING 


Overhead suspension slings are probably the 
most universally used ortheses for the shoulder 
girdle. Primarily a treatment orthesis, unilateral 
or bilateral slings may be attached to a bed, 
wheel chair, chaise longue, (Fig. 1), regular 
chair, child’s high chair, and on an overhead 
track for walking patients (Fig. 2). They should 
always be used with a table adjusted in height 
for the prescribed exercise and activity. They 
can be used with bed table, adjustable bed board, 
adjustable lapboard on wheel chair, table, desk 
and regular counter space for walking patients. 
Overhead slings have manifold purposes: 


1. To support the weakened shoulder girdle so 
it may be brought to a functional position 
without the weight of the arm, forearm, 
and hand. 

2. To serve as a part of an active-assistive 
muscle reeducation program for upper ex- 
tremities, particularly the shoulder. 

3. To safely support the shoulder and make 
possible certain strengthening activities for 
forearm and hand during early convales- 
cent care. 

4. To permit preparatory exercises for sus- 
pension feeders. 

5. To promote ease of breathing in a sitting 
position for patients with respiratory in- 
volvement. 

6. To assist the very severely involved patient 

in maintaining comfortable sitting balance. 

The adjustment of the slings is the basic part of 

patient training. Adjustments: 

1. Overhead bar, number and tension of 
springs provide correct support. The chang- 
ing tension in springs tends to stimulate 
the flexion and extension reflexes of shoul- 
der and arm, assisting in increasing muscle 
tone. 

2. Overhead bar should extend at least 2 feet 
above the shoulder. 

3. Tightness will limit degree of flexion and 
abduction possible: 70-80 degree of flexion 
and abduction is desired. The lapboard 
should be almost axillary height. 

4. For deltoids graded O, TR. P—. or P, 
elbow should be 1% inch to *4 inch above 
lapboard or work surface. 

5. For deltoids P+, F—, or F or better, the 
elbow should just touch lapboard. 

6. Cuffs for wrist or clips for handsplint are 
adjusted so that the hand can be used on or 
rested Comfortably on the table or lapboard. 
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Figure 2. Overhead track provides support while 


patient stands. 


7. If imbalance favors a serratus anterior on 
one side and the deltoid on the other side, 
the lapboard is high on the side of the 
weaker deltoid and low on the side of weak 
serratus. On the low side it merely sup- 
ports the elbow—no overhead sling is used. 
A leather strap is attached above the elbow 
to serve as a reminder not to bring the 
elbow away from the side. 


Be sure the patient thoroughly understands the 
purpose and principles of the slings and how they 
should be adjusted. Remember he will eventually 
spend much time in this equipment without su- 
pervision, and it will provide safe activity only 
if correctly adjusted and used. 


Exercises 
Slings are usually used in conjunction with 


several periods of specific active-assistive muscle 
reeducation. Teach the person to get assistance 
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from the rod and spring and never to pull down 
on them. 


1. Forward flexion is best accomplished by 
positioning the spring forward on the rod. 
The patient lifts the elbow, then relaxes. 

2. Abduction is best accomplished with the 
spring just slightly forward of the shoul- 
der. Patient lifts elbow up from the side, 
then relaxes. 

3. To .encourage biceps motion the spring 
should be slightly back and rod should be 
angled in toward patient. Patient bends the 
elbow swinging the hand in toward the 
body, then relaxes. 

4. To encourage triceps motion, the spring 
should be slightly forward and the rod 
angled slightly out, away from the patient. 
Elbow is bent at right angle. Patient 
straightens elbow—swinging hand out 
from body, then relaxes. 

5. Horizontal abduction and adduction may 
be done with elbow bent or fairly straight. 

6. Patient should understand thoroughly 
which routines apply to him. 

7. Do not allow the patient to do his exer- 
cises in slings without supervision until you 
are confident he does them correctly. 

8. Check exercises often to be sure of correct 
adjustment and coordination. 

9. Teach patient recreational activities he can 
safely do in slings. These should be intro- 
duced only after the patient knows his ex- 
ercises and assumes his responsibility for 
them. 

10. Sometimes certain functional activities 
such as eating, shaving, and handling mail 
are allowed as additional exercises. 

11. Occupational therapy is usually ordered as 
soon as coordinated exercise patterns are 
established. 

12. In a combined program of specific muscle 
reeducation and beginning functional ac- 
tivities the patient may use a high lapboard 
most of the day and a lower lapboard for 
more normal position for his prescribed 
functional activities. 

13. Patient continues to use slings and sling 
routines until strength and coordination 
return, until replaced by another type of 
orthesis, or until discontinued by the physi- 
cian. 

Adjustable double lapboards and tables, and re- 

movable clamps are advisable for a physical ther- 
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apy department. Adult double lapboards for 
portable chairs should range between 6 inches 
and 11 inches in height—for wooden chairs the 
range must be higher. Tables for functional work 
should be 30 inches high. This is standard table 
height. 


FEEDERS 

Feeders are the ortheses responsible for most 
of the function possible for many severely in- 
volved upper extremity patients. In 1955 we had 
120 patients using feeders at Warm Springs. 


The suspension type of feeder was an out- 
growth of the overhead sling. This feeder has 
been in use at Warm Springs for about 13 years. 
We believe the suspension feeder is valuable 
primarily for stimulating and increasing muscle 
power, as a functional orthesis for children and 
as a training orthesis for patients who need it 
in preparation for a more functional type of 
feeder. 


The feeder is usually suspended from a metal 
rod as is the overhead sling. This rod may be 
clamped on the back of a wooden wheel chair, 
portable wheel chair, regular chair, baby’s high 
chair, to a bed, a desk, or table. It has been used 
on a chaise lounge to allow activity in a semi- 
reclining position. Details on the parts of the 
feeder have been discussed in another paper. In 
the suspension feeder the overhead rod must 
provide the support and some of the flexibility 
needed. Abducting the rod may increase hori- 
zontal abduction and elbow extension. Adduct- 
ing it may increase horizontal adduction and 
elbow flexion. Either of these adjustments may 
accurately position the hand or utensil. The 
patient’s first treatment in the use of feeders 
should be a satisfying experience. In order to 
insure this all the points of adjustment must 
be considered. 


The tension and number of springs or rubber 
bands needed depends on the weight of the 
extremity and amount of muscle power present. 
Sometimes the spring is eliminated and the strap 
is suspended directly from the rod. This gives 
less assistance and more stability. The position 
of the spring on the rod is an important adjust- 
ment. When it is placed forward it assists ex- 
tension of the elbow, and when it is placed back- 
ward it assists flexion of the elbow. The posi- 
tion of the spring on the rod may be the easiest 
place to begin adjustment. 


The suspension feeder gives the’ greatest as- 
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sistance of any feeder in all ranges of motion 
and is the easiest to set up and to adjust. The 
disadvantages are obvious. The overhead ap- 
paratus is conspicuous, must be removed when 
putting the chair in a car, and the motion may 
be too free for some patients. 


Ball-Bearing Round Clamp 


The ball-bearing round clamp feeder was de- 
signed primarily for a wheel chair in order to 
eliminate the overhead bars, to be more portable, 
and less conspicuous. The disadvantages are 
that it is more complicated to adjust, and more 
equipment is required to determine if a patient 
can use it. Today it is the most practical and the 
most popular feeder for a patient confined to a 
wheel chair. 

A ball-bearing cylinder attached to a round 
clamp is angled permanently at the proper posi- 
tion on the portable chair. Swivel arms are the 
connections between the base and the forearm 
support. Usually there are two and they are 
described according to their proximity to the 
base. The length and adjustment of these arms 
are determined by “trial and error.” The first 
swivel arm is *, inch in diameter, usually has 
three 90 degree bends to allow a 21% inch drop 
which facilitates elbow clearance when the hand 
is up. Eight or nine inches is an average length 
for an adult or child’s first swivel arm. The 
second swivel arm can be 14 inch diameter 
provided the arm is not too long or heavy. It 
may or may not have three 90 degree angle 
bends with a 1 inch drop. The tubing on the 
distal end is the proper height to allow the hand 
to reach the head and the elbow to clear the 
swivel arm. The average length of the second 
swivel arm is 6 to 7 inches with tubing at the 
distal end 2 to 3 inches high. Heavy, long arms 
may require material *4 inch in diameter and 
the length is usually 9 inches. They are usually 
made to curve away from the body. When a 4 
inch curved second arm is used the average 
length is 6 to 7 inches. The forearm support for 
this type of orthesis may be a cradle, flying 
saucer, or a combination support. 

To determine if a patient needs a ball-bearing 
round clamp feeder the physical therapy depart- 
ment needs a first swivel arm adjustable from 
7 to 10 inches in length. One or two 4 inch 
thumb screws are necessary to keep the inner 
rod from turning —the rod is ground down 
on one side to give a flat surface on which the 
thumb screw tightens. Adjustable swivel arms 
are used only for trial. Two second swivel arms 


with a 1 inch drop and two curved are needed. 
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They should be 6 and 7 inches in length with 
1 to 2 inch tubing on the distal end. Additional 
adjustments in height can be controlled by a 
height adjustment collar—a sleeve of monel 
metal held on the post by an Allen head screw. 
For heavy, long arms a 9-inch curved second 
swivel arm is usually satisfactory. 


Adjustable Ball-bearing C-Clamp 


The adjustable ball-bearing C-clamp is merely 
a C-clamp with a ball-bearing cylinder attached to 
it in such a way that the cylinder can be tipped in 
various directions. It is designed to be clamped 
to the edge of a table or desk or the arm of a 
wheel chair or high chair. The clamp is adjust- 
able to fit on any table and to compensate for 
unlevel floors or table surfaces and variation in 
heights of chairs. It is comparatively small, more 
portable than the suspension type, less con- 
spicuous, and easily removed or applied. The 
first arm of a clamp feeder is 34 inch in diameter, 
has a right angle bend, and no drop because 
it is clamped at a lower level than the one 
clamped to the rear of the wheel chair. The 
swivel arms for the clamp feeder are not as long 
as other types because the base is attached for- 
ward of the body. A first arm 5 or 6 inches in 
length usually gives smooth operation since length 
is not needed for range of motion. The second 
swivel arm is 14 inch in diameter with one 90 
degree bend and an average length for either 
children or adults is 6 inches. The forearm 
support may be a cradle, a combination or a cuff. 

As standard equipment in a physical therapy 
department adjustable first swivel arms for this 
type feeder should have one 90 degree bend, no 
drop, and be adjustable 4 to 6 inches in length. 
Three second swivel arms are needed for trial 
in the department. They too, should have oe = 
90 degree bend. They should be 5, 6, and 7 inches 
in length with tubing only *4 inch in height at 
distal end. Not more than 1% inch should extend 
above the second swivel arm to keep the patient’s 
hand closer to the working surface. 


Body Type Attached to Corset 


Some patients have adequate strength in trunk 
and lower extremities for standing up, sitting 
down and moving about safely and practically, 
but have severe weakness in the upper extremities. 
None of the feeders described so far are practical 
for these patients. Therefore, it has been neces- 
sary to design special feeders. The most practical 
is the corset type. We have 23 patients using 
this type of feeder. 
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The feeder is attached directly to a well-fitted 
corset. This feeder supports the forearms and 
hands in a functional position whether the patient 
is sitting or standing. Another advantage is that 
it can be worn inconspicuously under normal 
clothes. Simple button-hole openings permit easy 
access to the ball bearings and two-piece gar- 
ments need no button holes. 

Vertical aluminum bars are attached to the 
medial stays and horizontal bars are attached to 
the four stays. A flat metal channel is attached 
horizonally to the vertical bars. The placement 
of the bar depends on the length of the patient’s 
trunk and the length of his arms. Allen set screws 
are used at each end of the channel to secure 
the stationary arm. The stationary arm is a flat 
stainless steel rod curved to the contour of the 
body. It fits into the horizontal flat channel and 
usually extends slightly ahead of the shoulder 
at a midline of the body. 

All swivel arms for corset feeders have been 
1 inch in diameter. The first swivel arm is 
straight and fits into the ball bearing of the sta- 
tionary arm. The length of these arms is deter- 
mined by actually trying them. 

The average length of the first swivel arm for 
children is about 3 inches and for adults it is 
about 334 inches. The second swivel arm usu- 
ally has a 1 inch drop and also a taller tubing 
cylinder on the end that accommodates the cradle 
post. This aids in clearing the elbow when the 
hand is up. It is necessary because the base of 
this feeder is relatively higher on the body than 
the other types. The average length of the second 
swivel arm for children is 6 inches with 3 inch 
tubing and for adults 7 inches with 31% inch tub- 
ing. A cradle is usually used for forearm support. 

Corset type feeder equipment for a department 
must include: a child’s corset and an adult size 
corset—each as adjustable as possible in width 
and equipped with the channel. A 4% inch sta- 
tionary arm is needed for children and a 6' inch 
arm for adults. Two first swivel arms are needed 

child’s adjustable from 3 to 4 inches, adults 
adjustable from 4 to 6 inches. Two second swivel 
arms are needed—one 6 inches with tubing 3 
inches in height and one 7 inches with tubing 
31% inches in height. Height adjustment collars 
will help in determining the correct height. 


Adjusting Feeders 


The criteria for adjusting feeders depends on 
the purpose. If the purpose is to increase elbow 
flexion power, the feeder is adjusted to give 
those muscles an opportunity to work through 
the desired range. If the purpose is to increase 
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functional capacity, it is adjusted to obtain all 
function possible—in patterns as nearly normal 
as possible with the existing weakness. 

To be considered first is the patient’s position 
in his chair. He must be comfortable and he 
should have enough back support to sit in a 
comfortable upright position. The support should 
not limit lateral motion of the shoulders or trunk. 
Slumping into a sagging back support limits 
substitute patterns of motion that assist in feeder 
management. A posture panel is a good support 
for portable chairs and is available for adult, 
junior, and tiny tot chairs. A cushion or padded 
board is sometimes needed to raise a child in 
his chair so that the elbow clears the lapboard or 
table as his hand moves to his mouth. 

The position of the forearm support is a basic 
adjustment that can permit easy control of the 
feeder or no control at all. If it is difficult to get 
the hand down, move the forearm support for- 
ward on the channel or post. This is done by 
Phillips serews. If the patient has difficulty in 
getting his hand toward the mouth, move the fore- 
arm support backward on the channel or post. 

The position of the elbow support must not 
cause the patient discomfort and must not limit 
any necessary motion. A different type of elbow 
support must be tried if necessary motion is 
limited. Padding the cradle or the dial for com- 
fort and to prevent the arm from slipping may 
occasionally be necessary. Sponge rubber, ad- 
hesive moleskin or felt may be used. Pressure 
at the point of the elbow is to be avoided and any 
numbness or tingling should be reported to the 
physician immediately. 

The feeder should be adjusted so as to give 
the patient the greatest range of motion with the 
least effort. Angling the ball-bearing cylinder or 
the first swivel arm downward will assist in 
lowering the hand to the table. Tipping them 
upward will help raise the hand to the head or 
assist in controlling the speed of downward 


motion. However, it must be remembered that 
too much angling either way may prohibit the 
opposite motion. Turning the ball-bearing 


cylinder in or out may improve the general posi- 
tion of the hand or utensil. The turning can also 
encourage abduction or adduction and flexion 
or extension. Raising or lowering the base will 
change the height of the orthesis and the ex- 
tremity supported in it. 

The swivel arms are points for general and fine 
adjustment. The first swivel arm can be angled 
so as to control the position of the second swivei 
arm horizontally. Usually, for a_ ball-bearing 
round clamp feeder, it is advisable to adjust so 
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that the second swivel arm is on the inside of the 
first. This allows use of a longer second swivel 
arm. To accomplish this, the top of the ball-bear- 
ing cylinder (on the first swivel arm) is tipped 
toward the body slightly. Likewise, if the ball- 
bearing cylinder is tipped away from the body, 
it assists in keeping the second swivel arm on the 
outside of the first. This position is often pref- 
erable when the feeder is clamped to the arm 
of a portable chair. 

The second swivel arm should be no higher 
than the cylinder supporting it; the additional 
height should be obtained at the distal end in 
order to give adequate elbow clearance. This is 
accomplished by a higher tubing. height adjust- 
ment collar, or tubing height adjuster. 

If supination power is absent, a more normal 
pattern of motion is possible by use of a supina- 
tor assistance. Of the following the hat cord and 
mechanical link are the most functional types. 


a. A band of rubber or dental dam from 
channel or cradle to handsplint is most 
practical, 

b. Handsplint may be fixed rigidly to the 
cradle. 

c. Mechanical link provides supination with 
elbow flexion and pronation with exten- 
sion—-the cradle actually rotates. 

d. Negator spring type is similar to the rub- 
ber band type. This spring is used in place 
of a band of rubber or dental dam. 


Pronation assistance may be obtained by the 
same methods used for supination, but with the 
force acting in the opposite direction. 


Controlling Feeders 


Stops are used on any feeder to limit range 
of motion or to stabilize a joint. They are valu- 
able in early feeder balance exercises and ac- 
tivities. Patients should learn to control feeders 
in the range that is easy for them. As control 
improves, the range may be increased by adjust- 
ing the stops. Using a stop to limit easier motions 
may assist initiation of the more difficult opposite 
motions. For example, if lowering the hand is 
easy for the patient and raising it is difficult or 
impossible, a stop is used to prevent excessive 
lowering of the hand and the upward motion 
may be made possible. Experience brings control 
and eliminates the necessity for stops in most 
cases. The type of stop to be used depends on 
the selected feeder and the specific joint for 
which control is desired. They are simple to 
design. 
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Preliminary Activities 
While waiting for feeder equipment to be 
delivered there are specific preliminary activities 
to check or teach patients who are to use feeders. 
rhese are: 
1. Sitting balance and endurance 
2. Breathing in the sitting position 
3. Swallowing liquids, soft foods, then solids 
in the sitting position 
4. Eating a meal fed in a sitting position 
5. Neck exercises 
6. Trunk exercises 
7. Any specific exercises used in feeder con- 
trol that are possible without the feeders. 
Some patients get the feel of these motions 
better without the equipment. 


Feeder Exercises 


Be sure that feeders are well fitted and cor- 
rectly adjusted before attempting to teach feeder 
exercises. Remember relaxing one motion may 
initiate another. Specific adjustments can be 
made so as to control motions and encourage 
difficult motions. 


1. Teach neck exercises in the chair; point 
out the relationship to the feeder equip- 
ment. 


Trunk exercises are essential and should be 
done—note the effect each exercise has 
on the feeder. Taking the patient through 
a range of motion passively with the or- 
thesis may help to give him the desired 
pattern. 
3. Teach substitute patterns of motion. 
a) Accomplish hand to head motion by: 
(1) depressing shoulder on the side of 
the feeder 
(2) shifting body weight to the side 
of the feeder 
(3) rolling the shoulder backward in 
outward rotation 
(4) lateral trunk bending to the side 
of the feeder 
(5) tilting and turning the head to side 
of the feeder 
(6) straightening up or leaning back 
in the chair 
b) Accomplish the motion of lowering the 
hand from head to table by: 
(1) elevating shoulder on the side of 
the feeder 
(2) shifting the body weight to the 
side opposite the feeder 
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(3) lateral bending to the side op- 
posite the feeder 

(4) rolling shoulders forward with in- 
ward rotation 

(5) tilting and turning the head to the 
side opposite the feeder 

(6) leaning forward slightly. Gravity 


assists in lowering the extremity 
to the table 


Horizontal motion of the arm is needed 
for activities such as turning pages, 
writing, and getting food onto a utensil. 
Horizontal motion is difficult to ac- 
complish. The person must have enough 
control of the hand to head motions to 
keep the extremity level while execut- 
ing the horizontal motion. Sometimes 
an anterior stop is necessary to control 
this. 

Substitute patterns that may assist hori- 
zontal motions are: 


c 


(1) shifting body weight forward or 
backward 

(2) shifting body weight to left or 
right 

(3) twisting trunk to left or right 

(4) lifting or lowering the head 


(5) 

One or a combination of these motions may be 

used, whichever is most efficient and requires the 

least energy. Necessary motions should be prac- 
ticed with and without the feeder. 


4. The patient should be taught to keep the 
feeder horizontal when it is not in use. 

5. Teach exercises unilaterally first. When 
this is mastered, work on the same exercises 
bilaterally. 

6. Teach control of each arm at feeder level. 

7. Teach the patient to stop motions at any 
point between the lapboard and the head. 

8. Start work on horizontal abduction and ad- 
duction at a midposition where the feeder 
is usually balanced. When this is possible, 
begin horizontal abduction and adduction 
at various heights between the lapboard 
and the head. 

9. Progress to finer motions of flexion and 
extension of the elbow at various heights 
in the horizontal plane. Start at the lap- 
board level. 

10. Feeder exercises 


turning head to left or right 


done to command or 


counts and finally to music help to increase 
proficiency in control of the orthesis. 

11. Games provide variation and enjoyment 
while working on feeder exercises. 
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Just as soon as control of the feeders is estab- 
lished some prescribed functional activities 
should be introduced. Eating is usually the ac- 
tivity the patient prefers. Always begin with a 
food that will be easy to manage and something 
the person likes. Never attempt a full meal to 
begin with—wait until feeder control and endur- 
ance indicate that the patient is ready. Children’s 
work must be specific exercises but can be ac- 
complished through planned play activities for 
each motion. Group feeder classes have proven 
most successful, particularly for teaching func- 
tional activities. Classes should be small and 
have ample supervision. 


T BARS 


T bars are usually used with feeders. The pur- 
pose of T bars is to support weakened hands in 
position for function and to provide a base for 
attaching adaptive equipment when grasp is 
absent. One or two removable T bars can be 
used according to the length of the hand to be 
supported and the function desired. Two are 
usually necessary. Most frequently they are at- 
tached to the cradle of the feeder. They are at- 
tached to the handsplint when supination of the 
forearm is present in order to take advantage 
of this valuable motion. 

The distal projection of the T bar is usually 
the most practical point for attaching functional 
equipment. It provides a greater range of motion 
at the table level and also brings the utensil closer 
to the mouth eliminating the need for extending 
the length of eating utensil handles. 


Equipment for T Bars 


A short, flat sleeve of metal that fits the T 
bar may be soldered to the equipment to be 
used on the T bar. This provides a secure 
method of attachment and is removable. Some 
adaptive equipment is only practical for use 
on the T bar if it has a swivel attachment to 
keep the object in one plane as it moves in 
various directions. Stops may be used to limit 
the swivel motion or to give the patient some- 
thing to push against if he has a limited hori- 
zontal range. Anterior stops on the cradle may 
eliminate the necessity for stops on utensils 
by keeping the arm steady at the correct level. 
The utensils that need a swivel are sporks (com- 
bination spoon and fork), forks, soup spoons, 
and cigarette holders. Many items can be used 
practically when attached directly to the sleeve 
for the T bar. These items include page turn- 
ers, pencil and pen holders, typing sticks, food 
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pushers, bun holders, toothbrush holders, lip- 
stick holders, sandwich holders, card holders, 


dialing sticks, paint brush holders, and small 
clamps to hold items when the opposite hand 
can be used. An example of this is a clamp 


for an embroidery hoop or a clamp to hold the 
fork while the food is being cut by the opposite 


hand. 


EourpMeNT ApApTED For WEAKNESS IN GRASP 

The amount of function to be derived from 
feeders is almost proportionate to the amount 
of power in the hands and the amount of drive 
the patient has. If the patient has some power 
in the fingers and hands it is much better to 
encourage the use of this power, no matter how 
little it may be, and not use T bars. There are 
many possibilities for adaptations of routinely 
used articles which allow limited muscle power 
to function. 


Examples: 


Built-up handle for swivel fork, spoon, spork 
or soup Built up handles should 
be made of washable material. 


spoon. 


Light metal handles can be made lighter by 
cutting a series of holes. 


Extended handles for regular eating utensils. 
Rings on regular eating utensils. 


Rings on built-up handles with 
swivel utensils for eating. 


regular or 


Rings with screw adjustments to hold a regu- 
lar eating utensil or toothbrush. 


Cuffs with a holder for regular eating utensils. 
Some cuffs fit over the fingers to the palm 
of the hand, and some fit over two or three 
fingers so that the extension of the fingers 
or extension of the wrist can be used to get 
the utensil to the mouth. 


Special equipment for teaching the use of feed- 
ers varies with the problem involved. A deep 
pyrex dish, divided baby dish with hot water 
compartment to keep food warm, scoop dish, 
and divided dishes may be used at various 
stages of training. A food fence that is removable 
and washable is usually the most practical means 
of keeping food on the plate and providing a 
ledge to assist in getting the feod onto utensils. 
Adjustable glass holders for portable chairs have 
proven to be functional. Flex-Eze straws are 
excellent for handicapped patients. Extended 
plastic straws are also available for the more 
severely handicapped. A simple lazy susan or 
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Figure 3. Portable frame for Mighty Midget Hoist. 


a ratchet type plate turner is advisable when the 
patient's horizontal motion is too limited to 
cover the surface of the plate. This should not 
be ordered until you are positive that it is 
needed. The patient may be able to cover only 
one path on a plate when he begins, but the 
majority learn to be independent without a plate 
turner. 


ApAPTED COMMUNICATION ORTHESES 


There are numerous ortheses adapted for com- 
munication. Writing aids can be attached to the 
hand or to the handsplint. Circuit breakers, 
telephone holders and dialing sticks have proven 
practical for many patients. Special soft lead 
pencils, ball point pens, built up pens and pen- 
cils, clip boards and magnetic boards may prove 
advantageous for training in writing. Inter- 
communication systems can be operated by T 
bars or attachments to them. 


Adapted Shavers 


Many adapted set-ups are possible to allow 
severely involved male patients, to shave them- 
An electric razor in a holder can be 
used in a feeder swivel arm, on a stand, or used 
in a swivel arm attached to a wall. 


sely es. 


AbJUSTABLE Bep LAPBOARD 


The patient who must be confined to his bed 
for long periods of time needs an adjustable bed 
lapboard. The patient who uses feeders on his 
wheel chair can use one of these boards for 


me 
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Mighty Midget Hoist in use. 


Figure 4. 


reading. writing and certain recreational activi- 
ties by developing proficiency with a mouth- 
stick. Mouthsticks may be made of wood, plastic, 
or aluminum. The mouthpiece may have an 
acrylic bite, hard rubber, or plastic. A holder 
for the mouthstick that can be applied at any 
position on the bed lapboard eliminates holding 
the stick in the mouth continually. The curb 
detector to position pages of the book is useful 
on the bed lapboard too. Very often this board 
can serve a dual purpose as a car lapboard to 
support the upper extremities and help position 
the patient. 


HorizontTaAL EXTENSION REACHERS 


Horizontal extension reachers are ortheses that 
markedly horizontal range of motion 
of the upper extremities. Forearm support is 
provided without a see-sawing motion. The 
swivel arms must be reinforced because the metal 
will bend with the weight of the extremity in 
full extension. Usually the forearm support needs 
to be more stable than the regular feeder fore- 
arm support, thus up and down motion must be 
eliminated. The forearm support comes down 
closer to the work surface but does clear it. These 
ortheses have been valuable to students, drafts- 
men, and many patients returning to desk jobs 
and to housewives for sewing and kitchen ac- 
tivities. 

The length of the two swivel arms is deter- 
mined by the amount of motion the person 
can control. The usual length of each is 10 to 12 
inches. 


increase 
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PorTABLE WHEEL CHAIRS 


Portable wheel chairs require great considera- 
tion and much thought before ordering. This 
may be the patient's most valuable orthesis. It 
is an expensive one, but if it can make the person 
independent or even partially independent, it 
is worth much more than the money involved. 
The criteria for selecting a portable chair are: 

1. The patient must be comfortable and in 

good alinement. 

2. Chair must be the one that will make the 
patient as independent as possible in his 
home and work environment in view of 
the muscle power he possesses. 


There are many sizes, styles, and special fea- 
tures available in portable chairs today. The 
patient should try the chairs for size and to 
determine which type he can propel. Specific 
functional training technic should be tried to 
determine what special features are needed to 
make the patient independent. Each chair has 
advantages and disadvantages and should be 
carefully evaluated before a definite decision 
is made. 


Chair Narrower 


A simple wheel chair narrower is a device 
which permits travel through narrow doorways. 
It anchors to the arm of the chair and pulls the 
seat together up to 2%, inches by a rotary motion. 
It is easily removed. 


Apaptep Micuty Mincer Hoist 


We would like to demonstrate the adaptation 
made by a patient of a Mighty Midget Puller 
into a lift for severely involved patients. This 
puller is used by linemen to pull wires, and in 
machine shops to lift heavy parts on and off 
machines. Twenty-eight pounds of pressure will 
lift 500 lbs. A bar with chains, canvas back 
rest and seat is attached to the puller. The puller 
must have an overhead support. A ring an- 
chored in the ceiling with a metal cable hang- 
ing from it has been used; however, a section 
of sliding door track installed in the ceiling is 
more practical. Patients who rent their homes 
cannot apply either of these so a portable frame 
has been designed (Fig. 3). A luggage rack type 
of support plus a metal bar on top of the car 
makes the Mighty Midget practical for getting the 
patient in and out of the car. A ratchet type 


hoist can be operated with limited upper extrem- 
ity power or by an attendant for the completely 
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disabled (Fig. 4). It is small, easy to transport, 
and is inexpensive. We have found it the most 
practical way to handle severely involved patients. 


CONCLUSION 


There are certain factors of evaluation the 
physical therapist must consider during the 
training of the patient. 

1. Does orthesis fit correctly? 

2. Does it perform the purpose for which 

intended ? 

3. Is it functional or does it interfere with 
function? 

4. Does the patient realize the value of the 
equipment? 

5. Are any modifications, changes or repairs 
needed ? 
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6. Are coordinate patterns of motion en- 
couraged and are substitute patterns al- 
lowed only after assurance that coordi- 
nate patterns are impossible? 

7. Has the patient learned appropriate care 
of ortheses? 


Have the parents been taught the correct 
adjustments, exercises, precautions, and the 
importance of the child’s orthesis? 

9. Have the patients acquired healthy atti- 
tudes toward necessary permanent  or- 
theses ? 

If you can answer these questions affirmatively 
you. are executing your responsibilities as a 
physical therapist in the training of orthetic de- 
vices for function. 


Fees for Rehabilitation and 
Treatment Center Services 


Michael M. Dolnick, M.A. 


One of the continuing problems confronting the 
administrator of a rehabilitation center is the 
setting of proper fees for services. In this rela- 
tively new field, data on this subject have been 
difficult to obtain. The need for an exchange of 
information on fees prompted the National 
Society for Crippled Children and Adults to con- 
duct a study of the problem in cooperation with 
the Conference on Rehabilitation Centers. 

In the Spring of 1955, a questionnaire con- 
cerned primarily with fees charged and methods 
for setting such fees was sent to all members of 
the Conference. Replies containing usable in- 
formation were received from 50 of the Con- 
ference members. Lack of homogeneity in Con- 
ference membership, however, presented some 
difficulties in tabulation and analysis. Confer- 
ence members include public tax-supported 
facilities which charge no fees: voluntary agen- 
cies with specialized fund raising technics who 
are not dependent upon fee income for a major 


Senior Research Analyst, National Society for Crippled 
Inc., Chicago 


Children and Adults, 


proportion of operating costs; and a few agencies 
which charge little or no fees as a matter of policy 
and philosophy. 


To fee or not to fee has been discussed in prin- 
ciple in an excellent pamphlet published by Com- 
munity Chests and Councils. According to CCC 
there appears to be general agreement among all 
types of agencies that some payment for services, 
no matter how small in amount is generally 
desirable. Casework services may regard fee 
payment as an aid in eliminating their identifica- 
tion with pure relief-giving functions and in 
interpreting their role as a community service for 
persons from all income levels. The therapeutic 
value of fees as a treatment factor is also an 
important consideration for casework and guid- 
ance agencies. Child guidance and mental hygiene 
clinics have a general practice of charging fees 
to all clients who can afford to pay for service. 
Leaders in the field state as reasons for this 
practice: 


1. The fact that many clients are able to pay 
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some part of the cost and it is entirely 
normal for them to do so. 


The feeling that payment of a fee is im- 
portant therapeutically and can be used as 
a factor in treatment. 


The responsibility of the client to pay as much 
of the cost of the service as he can afford is not, 
however, universally accepted. The fee policies 
of different types of health and welfare agencies 
vary between two extreme points of view which 
can be stated briefly as follows: 


1. The same fee should apply to everyone so 

that no distinctions are drawn between 
persons from different economic or social 
levels. The charge should be low enough 
so that it cannot be a factor in discouraging 
participation of persons with little initial 
interest in the service. 
Fees should represent the actual cost of pro- 
viding the service, but adjustments should 
be made in applying the charge to indi- 
vidual participants in proportion to each 
one’s ability to pay. In this way contributed 
funds are used for those who cannot pay 
the full cost, rather than being used to sub- 
sidize service for some persons who can 
afford full payment. 


Among the rehabilitation centers that are mem- 
bers of the Conference on Rehabilitation Centers, 
there is some support for both points of view. 
This was ascertainable even though the majority 
of respondents failed to answer the question that 
asked whether a formula or plan was used for 
arriving at the amount of fees. Only 8 of the 50 
respondents indicated that the factor of cost had 
played a role in the setting of fees. 


A refreshingly frank statement by a director 
of an Eastern rehabilitation center illustrates one 
phase of the problem of setting fees based on 


costs. She states: “We have done a cost analysis 
which reveals that the hourly rates in practice are 
below cost. However, in accord with some in- 
efficiencies in our own operation and community 
practices, we cannot justify a higher rate.” Pre- 
vailing rates are probably the most important 
factor influencing fees charged. Regardless of all 
the intrinsic cost factors, no center wishes to be 
very far out of line in its charges. As a matter 
of fact most administrators determine their 
charge more on the basis of prevailing fees in 
the community than they do on actual cost 
factors. 


Proponents of setting fees based on costs are 


Arthur A. Rodriquez, M.D. and Alfred R. Rod- 
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riquez, C.P.A. In a recent article in the Physical 
Therapy Review their point of view is well stated. 
“It is desirable to establish charges on a 
scientific basis and not on the basis of the 
philosophy that ‘the worth of the thing is what 

it will bring.’ This latter idea will bring the 
field into disrepute eventually and will reflect 
unfavorably on the entire medical profession. 

Charges can be defended if they are based 

upon a careful consideration of all the elements 

of cost. At the same time they will assure the 
institution a just compensation for its services 
to the patient.” 

The Rodriquezes formulate a step by step pro- 
cedure for determining costs of service which 
takes into account hourly equipment costs, hourly 
labor costs, and hourly overhead rate. It is an 
article well worth reading and merits the atten- 
tion of rehabilitation workers. 

Fees in general hospitals present slightly differ- 
ent problems. Hospital administrators generally 
believe that the ancillary services of a hospital, 
including physical therapy, should at least meet 
their costs. This should cover salaries, supplies, 
building maintenance and administrative ex- 
penses. provision for equipment replacement and 
unpaid accounts. In some hospitals, to maintain 
the solvency of the institution, the department 
may be expected to help carry services which 
traditionally operate at a deficit. In cases like 
these it is unjust to conclude that charges are too 
high because a department’s income exceeds its 
salary obligations (Ludewig). 


Fees Charged by Conference Members 


Not all centers offer the same services. Con- 
sequently, the summaries which follow are based 
on different numbers of responses. The statistical 
information is presented for comparative pur- 
poses only and no inference should be made that 
a certain fee or method is recommended because 
it is charged by a majority of the centers. 

Of 50 respondents, only 5 had no fee policies 
and these were centers supported partially or 
wholly by tax funds. Eighteen centers assessed 
fees on a unit basis (specific charge for each 
service. i.e., so many dollars for an occupational 
therapy trestment); 19 centers assessed fees on a 
per diem basis, (rate per day, half day, hour, and 
half hour): and 7 centers had a fee schedule 
combining both methods of payment. One center 
gave no information on this point. 


Fees Based on Unit Method 


A. Medical and diagnostic evaluation—hbased 
on reports from 14 centers. 
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Range: $5 to $75 
Most frequent charge: $10.00 
Median charge *: $12.50 

B. Fees for a single therapy—based on reports 
from 25 centers. 
Range: $1 to $10 
Most frequent fee: $2.50 
Median fee: $3.30 

C. Fees for a combination of two therapies— 
20 centers reporting. 
Range: $2.50 to $10.00 
Most frequent fee: $3.50 
Median fee: $4.50 

D. Fees for a combination of three therapies— 
17 centers reporting. 
Range: $2.50 to $15.00 
Most frequent fee: $5.00 
Median fee: $5.75 

E. Fees for psychological evaluation and serv- 
ices—17 centers reporting. 
Range: $2.50 to $50.00 
It is obvious from this extreme range that 
the type of service varies considerably and 
may include the administration of a simple 
test to comprehensive testing and evalua- 
tion services. 
Most frequent fee: $12.50 to $15.00 
Median fee: $18.00 

F. Fees for vocational counseling service 
Only 6 centers reported fees for this serv- 
ice which ranged from $2.50 to $25.00. 
The median fee was $7.00. 


Fees Based on Per Diem Method 


A. Half-hour rate—9 centers reporting. 
Range: $1.00 to $10.00 (when a high half- 
hourly rate such as $10.00 is reported, it is 
due to a minimum fee policy regardless of 
time involved.) 

Most frequent fee: $2.50 
Median fee: $2.75 

B. Hourly rate—13 centers reporting. 

Range: $1.00 to $10.00 

Most frequent fee: $4.50 

Median fee: $4.20 

Half-day rate—20 centers reporting. 

Range: $4.00 to $12.50 

Most frequent fee: $6.50 

Median fee: $6.50 

D. Full-day rate—22 centers reporting. 
Range from: $5.00 to $30.00 
Most frequent fee: $10.00 
Median fee: $10.00 

* Median refers to the mid-point. One half of the 


centers charged more than the median and one-half 
charged less. 
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The full-day rates require additional ex- 
planation. Included are residential facilities offer- 
ing complete inpatient care as well as centers 
having no services of this type. It was not possi- 
ble to tabulate these two types of services 
separately, which lessens the value of these 
figures. 

It should be noted that the above computations 
are based on published or announced fees. Many 
of the centers utilize a sliding scale based on 
patient income for determining fees, and the fees 
actually collected may bear little relation to the 
published fee schedule. One center, for example, 
with a maximum unit rate of $5.00 a treatment, 
collects an average of $1.00 to $1.50 a treatment 
from private patients, and $3.00 from organiza- 
tions and agencies referring patients. In this 
center, fee income accounts for only a small por- 
tion of total income. 

Adjustment of fees to income is generally based 
on the social service interview. Certain centers 
have in addition, detailed schedules of income 
and fee ratios. A most detailed schedule of this 
type has been prepared by Mobility, Inc. of 
White Plains, New York, a copy of which may be 
requested from that organization. 

In comparing fees charged by the various 
centers there seemed to be no correlation be- 
tween amount of fees and size of the center. 
Centers serving the largest number of persons 
had fee schedules similar to those in centers serv- 
ing relatively few. The size of the center also 
seemed to have no relation to the percentage of 
total income accounted for by fees. 

Because of incomplete reporting on the rela- 
tion of fee income to total operating cost it was 
not possible to give a detailed summary of this 
point. At least 6 of the 50 centers receive all of 
their income from patient fees, and at least 21 
centers receive 50 per cent or more of their in- 
come from fees. As would be expected, centers 
supported by tax funds and those affiliated with 
national organizations having their own fund 
raising drives generally received a much smaller 
percentage of their income from fees. 

These fees currently in effect in various cen- 
ters should not be considered as satisfactory 
guides for the charging of service in compre- 
hensive rehabilitation centers. As can be seen, 
current fee practice is largely based on fees for 
different therapies. With the growth and develop- 
ment of comprehensive rehabilitation centers, the 
therapy approach to fee setting will prove quite 
inadequate for centers that include a wide range 
of services, particularly vocational counseling and 
prevovational activities. It becomes evident that 
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fee setting based on cost analysis becomes more 
essential as the services offered become more 
comprehensive. In comprehensive centers serving 
the very difficult cases with severe psychosocial 
and vocational problems, it is probable that the 
service will have to be subsidized and will sel- 
dom if ever operate solely on a private patient 
fee basis. 

This cursory exploration into the subject of 
fees for rehabilitation services illustrates the 
need for additional study. Further discussion on 
the philosophy of fee charging would be of bene- 
fit. In addition it may be well to consider instruc- 
tional seminars for rehabilitation center admin- 
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istrators in cost analysis and rate setting. The 
research activities of the Rodriquez team in this 
connection should be encouraged and expanded. 
The trend appears to favor the setting of fees by 
scientific and accounting methods and undoubt- 
edly the fee schedule of the future will be just 
and equitable for both the patient and the center. 
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Functional Method of Pre-Crutch Exercise 


Robert J. Hickok, B.S., and Edgar Schiller, M.A. 


Crutch walking for the average person suffering 
a temporary disability is usually performed with 
comparative ease and with rapid attainment 
of skill and proficiency. On the other hand, 
crutch walking for the severely disabled may be 
accomplished only after months of intensive exer- 
cise and practice. Each step requires consumate 
skill and maximum effort with muscle strength far 
in excess of normal. The methods of promoting 
muscle hypertrophy are well established and the 
studies made by Dr. Thomas De Lorme and asso- 
ciates form a solid foundation for the large 
amount of fine work that has followed. It is the 
purpose of this paper to present a functional 
method of progressive resistive exercise for the 
shoulder girdle, arms, and trunk, as they are 
utilized in the crutch walking sequence, for that 
group of patients who literally “walk on their 
hands.” 

An analysis of shoulder girdle and trunk mus- 
culature involved in crutch walking reveals the 
similarity between push-ups from a chair and 
crutch walking. This has long been used as a 
convalescent exercise from wheel chairs and as 
an active lead-up exercise in mat programs. 
Crutch walking might be called a_ standing 


Robert J. Hickok, Physical Therapist, Miriam Rehabili- 
tation Division, Jewish Hospital, St. Louis; Edgar Schiller, 


Vocational Counselor-Psychologist, Director of Vocational 
Activities, Western New York State Cerebral Palsy Asso- 
ciation 


push-up since a degree of shoulder depression 
and complete or partial elbow extension (depend- 
ing on lift needed) occurs in each case. In an 
effort to utilize the full potential of the push-up 
as a resistive exercise, the staff at Miriam Hos- 
pital devived and had constructed the weight 
vest and adjustable chair. This paper will deal 
solely with the description and use of this 
equipment. 


Description of equipment 
1. Weight vest 


A glance at the weight vest makes one think of 
a simple hunting jacket. Closer inspection re- 
veals a suugly fitting, sturdily constructed vest of 
medium weight canvas duck with four pockets 
symmetrically placed e: front and back (Fig. 1). 
The pockets are of «uilicient size to accommodate 
all sizes of De “orme type weights up to 25 lbs. 
The vest is «i double thickness throughout with 
triple sti:ch.ng and rivets in obvious points of 
stress around the pockets. The shoulders are cut 
ful! sad padded with felt to reduce the possibility 
of pain from pressure. The two attachment straps 
are made of one inch cotton webbing with re- 
movable friction type catches; thus facilitating 
convenient laundering. Experience has indicated 
that two different size vests are necessary to fit all 
patients. The smaller vest conforms roughly to 
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Figure 1. Rear view of weight vest (note method 


of incorporating felt pads over the shoulder 


region) 


a size 38 jacket, while the larger is equal to a 
size 44 jacket. The maximum weight it is possible 
to carry is 120 lbs. This, coupled with body 
weight, makes available a more than adequate 
resistance. 


2. Adjustable chair 


Originally, push-ups were carried out in wheel 
chairs; however, the arm rests were too low to 
provide adequate shoulder girdle excursion. It 
then became obvious that to utilize the full poten- 
tial of an exaggerated push-up, the elbows must 
be flexed to 120 degrees and the feet must be free 
of the floor; therefore, the adjustable chair ( Fig. 
2) was devised. It can be quickly adjusted to 
any size person and serves to standardize the 
exercise. Both the seat and arm rests are movable, 
the seat having an 18 inch vertical excursion and 
the arm rests having a 24 inch vertical excursion. 
The chair is constructed of *4 inch plywood. 
Seat mobility is provided by a scissor type auto- 
mobile jack (Fig. 3) with 4 heavy springs 
attached at the seat corners to add lateral and 
anteroposterior stability. The anterior seat mar- 
gin is recessed to accommodate patient's legs. 
Attached to this is a 1% inch roller which moves 
freely and allows frictionless leg movement dur- 
ing push-ups. The cantilever style adjustable arm 
pieces are of simple dual pipe construction and 
are made of 11% inch cast iron pipe with 8 ad- 
justment holes. These pipes are slightly larger 
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jack attachment 
(provides seat mobility for adjustable chair) 


Close-up of scissor 


Figure 3. 


than crutch hand pieces thus serving to facilitate 
change over to crutches. 


Technic 


Obviously, the patient must be able to complete 
10 active push-ups before adding the weight vest. 
The hands are placed slightly forward or directly 
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tended. This single movement pattern type P.R.E. 
program is generally adapted to pre-crutch walk- 
ing routines. At Miriam Hospital, prior to the 
development of the weight vest and chair, 8 or 9 
separate movement patterns were in the shoulder 
girdle routine. These were: (a) humeral flexion, 
(b) humeral adduction, (c) humeral abduction, 
(d) external and internal rotation, (e) horizontal 
adduction, (f) hyperextension, and (g) elbow 
flexion and extension. These exercises work well 
initially with appropriate increases in strength 
being recorded at weekly intervals, and certainly 
have an important place in any pre-crutch walk- 
ing program. It is the opinion of the physical 
therapy staff, however, that these single move- 
ment pattern exercises fail to provide a complete 
pre-crutch walking program. It has been ob- 
served that: 


1. After a short period of gait training, pa- 
tients manifested a marked amount of muscular 
hypertrophy throughout the shoulder girdle, 
trunk, and arms. We accepted this to mean that 
the preconditioning program had fallen short of 
its goal. 

2. Patients frequently complained of pain over 


Figure 4. Weighted push-up from chair (initial 
position) 


parallel to side (Fig. 4), and the elbows flexed 


s to at least 120 degrees. At this point care must be 
taken to prevent substitution movements. One 
i favorite trick is to stabilize the elbows at 60 


degrees flexion and lift the body forward in a 
partial push-up. It will be noted that when a 
proper push-up (Fig. 5) is executed the shoulders 
at the glenohumeral junction come abruptly 
into depression and the posterior trunk swings 
upward and slightly forward. 


Discussion 


Basically, the purpose of a P.R.E. program is 
to promote muscle strength in the shortest period 
of time possible. It would then seem that the 
only requirement would be to add resistance to a 
movement pattern and increases in strength 
would follow at regular intervals. For example, 
if an increase in strength in the quadricep group 
is desired, and the neuromuscular network is 
intact, the only problem then is to add a weight 
boot to the patient’s foot and have him carry it Figure 5. Weighted push-up (com- 
through a 90 degree arc until the leg is fully ex- pleted position, lateral view) 
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the dorsal wrist area and olecranon process, many 
times to the point that ambulation had to be 
stopped for a short period of time. We felt that 
this was at least partially due to severe pressure 
on the wrist in a partly extended position and to 
unaccustomed stress on the olecranon process. 


3. Finally, and possibly the most important 
point, patients had no conception of initiating 
trunk control, particularly posterior trunk con- 
trol, while walking with crutches and _ braces. 
Abramson states that the latissimus dorsi muscle, 
by virtue of its high innervation C6-7-8 from the 
bracial plexus through the thoraco-dorsal nerve, 
and its broad origin along the thoracic and lum- 
bar spinus processes and superior iliac crest, can 
be properly strengthened by a functional type 
exercise to play an important part in posterior 
trunk control. He aptly points out that while the 
normal function of the latissimus dorsi muscle is 
to adduct, extend, and internally rotate the 
humerus, with the shoulders fixed (as in the 
swing phase of crutch walking) a reversal of 
action is brought about and the latissimus tends 
to pull the trunk upward and slightly forward and 
to act as a stabilizing mechanism. 

The problem then, as stated before, is to emu- 
late the crutch walking pattern with an adequate 
resistance. The complex interaction of arm, 
trunk, and shoulder muscles during crutch walk- 
ing can only be met by a functional exercise. The 
justification for using the weight vest and ad- 


Figure 6. Curve of 10 RM increase (average for 
25 patients) 
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Figure 7. Weighted push-up in parallel bars 


(completed position) 


justable chair is that, to an acceptable degree, 
they meet these requirements. 

For the past year and a half, all patients who 
were prescribed pre-crutch walking P.R.E., at 
Miriam Rehabilitation Division of the Jewish 
Hospital used the weight vest and when available 
the adjustable chair. This group was compara- 
tively small, numbering only 27 patients. The 
vest was tested also by staff members and stu- 
dents, and necessary changes were made from 
time to time. Of the 27 patients who used the 
vest, 25 carried out the program long enough (2 
months) to be considered as having completed 
the program. 

The standard procedure at Miriam Hospital 
has been to use the weight vest and chair as an 
adjunctive measure to the regular P.R.E. pro- 
gram on the mat. The standard 30 repetition 
regime as put forth by De Lorme is followed; 
i.e., a 10 Resistive Maximum * is determined the 


*10 Resistive Maximum—amount of weight a patient 
lifts 10 times. 
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first day and a routine '» 10 RM—*, 10 RM and 
10 RM is followed for the 4 succeeding days. 
This program is not rigidly adhered to, however, 
and 10 RM changes are made more frequently 
if indicated. As with other types P.R.E., dramatic 
gains in strength are noted from weighted 
push-ups, particularly during the first 2 week 
period. One ambitious patient increased his 10 
RM from body weight to 100 pounds in a 6 week 
period. Typically, however, the average patient, 
while making significant improvement in 
strength, generally followed the 4 day 10 RM pro- 
gram. An average gradient of 10 RM increase 
is shown in figure 6. While paraplegic patients 
formed the largest single group using the vest 
and chair and more than any other group need 
vigorous exercises of this type, 5 amputee, 2 
multiple sclerosis, | poliomyelitis and 3 fracture 
patients also used it, all with good results. 

The 20 male patients who carried out weighted 
push-ups as part of their pre-crutch walking rou- 
tine had a beginning 10 RM of body weight to 30 
pounds, The final 10 RM of this group increased 
to the 75 pounds—120 pounds range. Only 5 
female patients used the vest in the past 1!», 
years. These patients all started at body weight 
and progressed to a final 10 RM ranging from 40 
to 50 pounds. The body weights for the entire 
group were from 100 pounds to 155 pounds. It 
must be assumed that body weight generally adds 
the major portion of resistance during the push- 
ups since the body is essentially free of the chair 
at the height of the push-up. The importance of 
this is apparently secondary to the other factors 
that affect a patient's ability. For example, a 20 
year old patient might rapidly attain a 10 RM of 
120 lbs and have a body weight that may or may 
not reach this level. Generally it was found that 
in patients past the age of 40, the speed-of- 
strength increase slowed and there was a gradual 
reduction in maximum 10 RM in terms of ab- 
solute weight. regardless of body weight. 


Parallel bars 


Many times, patients received braces before 
completing conditioning program; on these oc- 
casions the weighted push-ups were continued in 
the parallel bars. The bars were elevated to an 
exaggerated push-up position (Fig. 7) and the 
same program was continued as from weight 
chair. Also it was found that several patients 
who limited their pre-crutch program solely to 


THe PuystcaL THerapy REVIEW 


Vol. 36, No. 11 


weighted push-ups, progressed satisfactorily in 
gait training. 


Results 


Since patient performance, in this instance. is 
the only practical measuring stick, a subjective 
evaluation of participating patients has indicated 
that the weight vest has been a valuable adjunct 
to our P.R.E. program. All patients completing 
a 2 month period were adequately prepared for 
crutch walking. It was noted, with interest, that 
patients did not exhibit the “blooming” hyper- 
trophy throughout the shoulder girdle as we had 
previously seen. As anticipated, a 2 month period 
of exercise, with stress conditions of crutch walk- 
ing equaled or surpassed, practically eliminated 
the problem of pressure over the dorsal wrist area 
and olecranon process. All patients exhibited a 
fundamental understanding of using the large 
back muscles in balancing. One adept young D4 
paraplegic performed unusual ambulatory feats 
such as stair climbing, two steps at a time, and 
doing an extremely long swing-through gait with 
Canadian canes. One other D12 paraplegic be- 
came independent with a swing-through gait 2 
weeks following acquisition of braces. Within 6 
weeks, this same patient was independent over 
all surfaces, curbs and ramps, and could go up 
stairs two steps at a time. 


SUMMARY 


\ functional method of administering pre- 
crutch walking progressive resistive exercise is 
described; primarily, as an adjunct to the exist- 
ing routine. Its use on a limited number of pa- 
tients has been successful in preparing patients 
for crutch walking. 


The authors wish to gratefully acknowledge the as 
sistance given them by John W. Deyton, M.D.. Medical 
Director, Miriam Rehabilitation Division, Jewish Hos- 
pital, and the Miriam Hospital Physical Therapy Staff. 


The authors also wish to thank Mr. William Burke of 
the B. & H. Orthopedic Appliance Co. for his valuable 
assistance in the design and construction of the weight 
vest 
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A A Prayer for Thanksgiving 


LMIGHTY Gop, we approach this season with thanksgiving in our hearts 
for the many blessings we do daily enjoy. Many of these, our Father, we are 
so prone to take for granted, and daily we do use and appropriate them in our 


lives. but so seldom do we think of them, and even less seldom do we thank Thee 
for them. 


We thank Thee, our Father, most of all at this season that we are among 
the living. We thank Thee for medical care and experience in technology for 
which we owe our lives, especially when we look to other parts of the globe 
and see others suffering from causes that would be considered minor here. 

We thank Thee, our Father, that polio does not affect our eye sight. We 
are indeed grateful for the printed page, for the abundance and variety of 
material that is available to us for reading, for men have not always been so 
fortunate as to have printed matter available to them so abundantly and so 
inexpensively. We thank Thee, our Father, for the advent of television which 
causes us who are limited to one small area of our land to be able to vicariously 


enjoy and appreciate the scenery and the culture of America as a whole. 


“Se 


Our Father, we are grateful indeed for institutions such as this where we 
are cared for with loving kindness, where we are adequately fed and where we 
are considered as rational human beings who are interested in their own problems 
and destinies; where we are guided rather than ordered; where we are helped 
rather than ignored. We thank Thee for voluntary as well as civic philanthropy 
in the form of acquiescence to taxation. We are grateful for the attitude that 
is manifest in the public today in not considering us as freaks or unimportant, 


but consider us as unfortunates who might have been themselves. 


Ours has been the privilege of having once been normal and having lived 


the more important part of our lives as normal beings in our society. We have 
grown up under our parents’ guidance—we have gained our education—many 
of us have served in the Service, and many more of us have courted, married, and 
become parents ourselves. We are truly thankful that we were able to go thus 
far in life with normal facilities, and we would pray. our Father, that our minds 
might be kept in proper perspective as we go on continually making adjustments. 

Grant us, we pray, the ability to be fresh in our thinking, positive in our 
attitude, and unembittered and free from a continual reliving of the past in 
our fancy. 

We thark Thee for the privilege of being Americans where we are free to 
worship Thee, indeed where our Nation has set aside a day in which we thank 
Thee for our blessings to us collectively and individually. We thank Thee for 
the leadership of this country and for the peace that prevails throughout the 
world at this time. We would pray for Thy continued guidance of our leaders 
that they may be wise in their decisions of world moment; that they may seek 
guidance from Thee and honor Thy infallible truths is our prayer. Amen. 


DoucLas JENNINGS 


Written by Douglas Jennings, a patient at Rancho Los Amigos and Editor of the Weakly Breather 
(November 1955). Reprinted with permission of the publication and The Rancho Los Amigos 
Respiratory Center, Hondo, California 
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Editorial 


Wren letters, similar to the one that follows, reach the editor’s desk, 
it is assumed that other readers also have given thought to the same 
questions. With this in mind, the editor has published “a letter” and 
“the reply,” hoping that in this way, your questions may be answered 


too. 


Dear Eptror: 


I enjoy reading the “Abstracts” in the Physical Therapy Reveiw. 
It is a quick way to help me keep abreast of what is being published 
in the voluminous number of medical periodicals. Goodness knows, 
I'd never have time to search for and read all the articles, even if 
the journals were available to me. 


While I'm not interested in all the abstracts, it seems that those 
which are of vital concern to me are too short to satisfy my curiosity 
on the subject. Would it not be possible to make the abstracts more 
detailed? I live half way between Nottown and Rattle Snake and 
neither place has a Medical Library where | can get the original 
article to read. 


Yours for more and longer abstracts, 


M. MiILton 
Physical Therapist 


Dear Mr. MILTON: 


Thank you very much for your letter expressing an interest in the 
“Abstract” section of the Physical Therapy Review. The Editorial 
Board is always delighted to receive suggestions for your professional 
organ. We stand ready to serve you and it is only through your letters 
and comments that we can know your desires. 


In regard to your inquiry concerning the abstracts; if you will 
notice the dates of publication of the articles, you will see that none 
of them are more than three or four months old. It takes three months 
for publication once the Review has been assembled for press. The 
several physical therapists responsible for the abstract section scoop 
the medical journals as they come from the printers, read, select and 
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condense the original articles and rush 
them to the National Office to meet the 
publication deadline. This is a large un- 
dertaking since medical periodicals are 
published at different times of the 
month; some are published weekly, oth- 
ers monthly, and still others bimonthly. 

If there are too many abstracts for the 
allotted space some of them must be held 
over until the following month. Increas- 
ing the length of the abstract limits the 
number published in any one journal. 
Actually the Editorial Board is interested 
in summarizing the article in just as 
small a space as possible. 

There is, however, a solution to your 
problem. As you possibly know, authors 
or the institution with which they are 


affiliated purchase reprints of the arti- 
cles at the time of publication. Most 
authors are happy to find someone inter- 
ested in their work and will most gen- 
erously send you a reprint upon request. 
This can be expedited more quickly if 
you send a self-addressed post paid 
envelope. 

Since the medical library, and thus 
the journals, are not available to you, in 
the future each abstract will include the 
address of the author. 

We hope this will expedite your ob- 
taining the complete articles of your 
particular interest. 


Eprror-IN-CHIEF 
Physical Therapy Review 


1956 OVR-APTA Institute Papers 


For two years the Office of Vocational Re- 
habilitation has awarded grants to the American 
Physical Therapy Association for joint spon- 
sorship of institutes. The papers of the Correla- 
tion of the Basic Sciences with Kinesiology pre- 
sented at the 1955 Institute were published this 
past September, and those presented in 1956 
will be published soon. The topic of the 1956 
Institute was the Correlation of Physiology with 
Therapeutic Exercises, and the program follows: 


Participants Topics 


Sara Jane Houtz Exercises for Improvement of 
Muscle Strength 
H. J. Ralston, Ph.D. Some Considerations of the 
Physiological Basis of Thera- 
peutic Exercise 
Laura K. Smith Exercises for Endurance 
Ernst Fischer, M.D. Physiological Basis for Exercises 
for Endurance 
Florence P. Kendall Range of Motion 
Ernst Fischer, M.D. Physiological Basis of Volitional 
Movements: Methods Used to 
Elicit, Reinforce and Coordinate 
Muscular Response. 
Part I— Remarks on Motor 
Learning 
Edna Blumenthal Part If — The Brain-Injured 
Signe Brunnstrom Part II] — Adult Patients with 
Hemiplegia 


Sara Jane Houtz 


Ernst Fischer, M.D. Physiological Basis of Methods to 
Elicit, Reinforce and Coordinate 
Muscular Movements 

The manual will be approximately 90 pages in 
length, will contain many diagrams, will be 
photo offset with hard cover, and the expected 
price is $2.75. 

Member Joins A.M.A. Staff 

On August first Wallace Wesley, B.Ed., MLS., 
Hs.D. became consultant in health and fitness in 
the American Medical Association’s Bureau of 
Health Education. There she will work with 
other staff members in furtherance of the health 
of the school-aged child. 

Miss Wesley who received her physical therapy 
education at Fitzsimons General Hospital has 
been a member of the American Physical Ther- 
apy Association since 1944, 

Prior to her present appointment she was on 
the faculty of Iowa State Teachers College, and 
before that taught kinesiology and body mechan- 
ics at Northern Illinois State Teachers College. 

She was granted her doctorate in health edu- 
cation in 1952 by the University of Indiana fol- 
lowing graduate work at Stanford University. 
Miss Wesley was co-author with Marian Williams 
of an article published in the March 1951 issue 
of the Physical Therapy Review, “Hip Rotator 
Action of the Adductor Longus Muscle.” 
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Association Activities 


Mrs. Elin Lagerquist Wiswald of Stevens Point, 
Wisconsin, passed away May 24, following a 
long illness. At the time she became a member 
of the Association and Wisconsin Chapter in 194] 
she was Supervisor of the Orthopaedic Service 
of the Visiting Nurses Association of Milwaukee 
and then joined the Army Nurse Corps. She 
graduated in physical therapy from Northwestern 
University. 


Marguerite Collins, of Denver, Colorado, passed 
away in September, 1956. Miss Collins graduated 
from Reed College in 1918 and served at Fort 
Sam Houston. Texas, during 1919 and 1920. 
She was actively engaged in physical therapy until 
her retirement in 1953. At the time of her death 
Miss Collins was a Life Member of the Associa- 
tion and the Colorado Chapter. 


Marr ges 


Dorothy Boschert, of University City, Mo., to Charles B. 
Ladd, St. Louis, Mo. 

Marilyn Clefhi, of Dover, N. J.. to John W. Groome, Jr., 
Newark, N. J. 

Yvonne U. deBeaulieu, of Malden, Mass., to Earl R. 
Burdette, North Chelmsford, Mass. 

Patricia Dewey of Simsbury, Conn., now Mrs. Patricia D. 
Wiles, San Angelo, Texas. 

Salvatore E. DiFede, Jr., of Jacksonville, Fla., to Mary 
\V. DeGroff, Richmond, Va. 

Jannett Felie, of Hazardville, Conn., now Mrs. Jannett F. 
Sutherland, Haddonfield, N. J. 

Donna D. Flaugher, of Longview, Wash., to Ervin Jensen, 
Bremerton, Wash. 

Mary L. Gibson, of White Plains, N. Y.. now Mrs. Mary 
G. Cubelli, Scarsdale, N. Y 

Dorothy Griffin, of Denver, Colo.. now Mrs. Dorothy G. 
Woods, Baton Rouge, La. 

Elaine Kerson, of North Adams, Mass., to Sheldon Katz, 
North Adams. 

Minerva J. Kunze, of San Antonio, Texas, now Mrs. Min- 
erva K. Staat, Tampa, Fla. 

Ruby Laster, of Nashville, Tenn., to Ralph S. Alexander, 
Gastonia, N. C. 

Dixie J. Martiel, of South Gate, Calif.. now Mrs. Dixie 
M. Magnusson, Lynwood, Calif. 

Patricia Martin, of Madison, Wis., to Paul H. Graven, 
Madison. 

Jean M. McDermott, of Margarita, Canal Zone, now 
Mrs. Jean M. Brandl, Cristobal. 

Patricia L. McLaughlin, of Wauwatosa, Wis., to William 
L. Albrecht, Madison, Wis. 

Margaret N. Meyer, of Shreveport, La., to James Green- 
well, Shreveport. 


Lydia Miller, of Charlotte Amalie, Virgin Islands, to 
Alton A. Adams, Jr., Mather AFB, Calif. 

Sallyann Palen, of Whittier, Calif., to Stephen E. Pon 
tier, Whittier. 

Elizabeth Pogue, of Brooklyn, N. Y.. now Mrs. Elizabeth 
P. Mansfield, Brooklyn. 

Marilyn Ring, of Brighton, Mass., now Mrs. Marilyn R. 
Harris, East Orange, N. 

Marilyn Ritger, of Washington, D. C., to Thomas J 
Smith, Washington, D.C. 

Marilyn Rusler, of Anchorage, Alaska, now Mrs. Marilyn 
R. Williams, Anchorage. 

Claire Wuerl, of Detroit, Mich., to Alan Curtis, Chicago, 
ll. 


Member Co-author of Article 


Edith L. Nyman of Grace-New Haven Hospital 
is co-author with T. F. Hines, M.D.. and G. K. 
de Forest, M.D., of an article, “Mobile Home 
Treatment Unit for Rheumatism and Arthritis.” 
which was published simultaneously in the July 
1956 issues of the British Journal of Physical 
Vedicine and the Connecticut State Medical 
Journal 


Chapter News 


Michigan 


The Michigan Chapter is publishing the 
“APTA Conference Reporter” as a means of 
coordinating their efforts to make the 1957 Con- 
ference in Detroit a success. The “Conference 
Kick-off” which was held in May was attended 
by 67 members, and Mary Haskell was there to 
assist the chapter in conference planning. 


South Carolina 


The South Carolina Chapter reported a very 
successful fall meeting held in Charleston with 
50 per cent of the membership attending. A lec- 
ture on the role of physical therapy in psychiatry 
opened the all-day session. 

Demonstrations of functional testing, func- 
tional training, and electromyography were pre- 
sented. Following the meeting the group gath- 
ered at the home of Mrs. Rita Hutts for a social 
hour and supper. Plans for the winter and spring 
meetings were announced. 
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WORLD CONFEDERATION 
THERAPY 


FOR P 


Message from the President of the 
World Confederation for Physical Therapy 


The Second International Congress of the 
World Confederation for Physical Therapy held 
in New York is already behind us but what mem- 
those who attended must have carried 
away with them. So much friendliness and kindly 
greetings from our hostess country, sO many 
old friendships renewed, and so many fresh ones 
formed with physical therapists from all over the 
world, 


In London in 1953 perhaps there was a feeling 
of wonderment that in so short a time the World 
Confederation for Physical Therapy had become 
a living entity. This year in New York we had 
the knowledge that we were an International 
Body recognized by the World Health Organiza- 
tion and that already some of our responsibilities 
and possibilities were taking shape. Our family 
is growing with the admission of new member 
nations and others applying for membership. The 
feeling of genuine International Goodwill as 
“nigh-dwellers” (as Miss Mildred Elson so aptly 
put it) is what we shall have taken away with us. 
We realized that we had a common language in 
physical therapy which would surmount. all 
barriers. 

During the Second International Congress so 
much enthusiasm was shown that it should be 
infectious and the returning members will al- 
ready have been able to pass on to their col- 
leagues at home some of their enthusiasm. 

A program of work to be done emerged during 
the meetings of the Executive Committee but 
there is no doubt that carrying out this program 
will depend upon the effort expended by each 
one of the National Societies. In our work as 
physical therapists the criterion is always the 
“good of the patient” and the World Confedera- 
tion for Physical Therapy needs the support of 
each individual physical therapist through his or 
her own National Body if it is to fulfill the pro- 


gram decided upon by the Executive Committee. 
In this way we can contribute something towards 
better health in the world. 

I take up my responsibiltiy as your President 
strengthened by the knowledge of all the good 
wishes you gave me and I hope that during the 
next three years the World Confederation for 
Physical Therapy will continue to prosper. We 
now have our Third Congress in Paris in 1959 
to look forward to and indeed to work for. 


G. V. M. GrirFin 
President 


Dear Miss HASKELL. 


I am instructed to convey to you the following 
resolution passed at the general meeting of the 
World Confederation for Physical Therapy held 
during the Congress in New York in June last: 


“It was resolved that the grateful thanks of 
the World Confederation for Physical Therapy 
be conveyed to the American Physical Therapy 
Association and its President Mary Nesbitt for 
the devoted efforts of the Board of Directors 
of the Association, its National Office staff, 
members of the New York District of the New 
York Chapter, and of Catherine Worthing- 
ham, Chairman and Members of the Congress 
Planning Committee.” 


Physiotherapists have returned to their own 
countries newly inspired by the Congress and by 
the aims of the World Confederation and I hope 
that all of you in the United States who provided 
such a wonderful Congress will feel that your 
efforts were well worth while. Please accept the 
very grateful thanks of the World Confederation 
for Physical Therapy. 


Yours sincerely, 
M. J. NeILson 


Hon. Secretary 
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Student 


Regional Student Editors 


Region I—Editor Audrey Haugaard-—Simmons College 


University of Connecticut 
Boston University 
Bouve-Boston School 
Simmons College 
University of Pennsylvania 
The D. T. Watson School 

Region Il—Leanne E. Taintor—Columbia University 

Columbia University 

Albany Hospital (Russell Sage College) 

New York University 

University of Buffalo 

Frank E. Bunts Educational Institute 

Walter Reed Army Hospital (May-Sept.) 


Region IlI—Editor Marcia Field—Med. College of 
Virginia 
Medical College of Virginia 
Charity Hospital of Louisiana 
Duke University 
Baylor University 
Hermann Hospital 
University of Texas 


Section 


Medical Field Service Schoo] (Sept.-May) 
Brooke Army Hospital (May-Sept.) 


Region IV—Editor Carol Vacca—St. Louis University 

Northwestern University 

State University of lowa 

University of Kansas 

Washington University 

St. Louis University 

University of Oklahoma 

Ohio State University 


Region V—Chairman Gail E. Barrand—University of 
Wisconsin 
Marquette 
Univers'ty of Minnesota 
Mayo Chnic 
University of Michigan 
University of Colorado 
University of Wisconsin 
San Juan, P. R. 


Region VI—Editor Ronald E. Bell—Children’s Hospital 
Childrens Hospital 
University of Southern California 
University of California 
College of Medical Evangelists 
Stanford University 
Letterman Army Hospital (May-Sept.) 


Student Editor—Audrey Haugaard 


This month we thank Ronald Bell, Student Editor of 
Region VI, and the authors of the following articles 
for their efforts in presenting this material to our 
readers, 

Auprey HAuGAARD 
Student Editor 


Postoperative Physical Therapy 
for Tuberculosis Patients 


As students, our experience with chest surgery 
has been concerned chiefly with patients suffering 
from tuberculosis. The postoperative condition 
in these cases may present problems which de- 
pend on physical therapy for their prevention or 
correction. 

It was not until around 1919 that pneumo- 
thorax was introduced as the first active form 
of treatment for tuberculosis other than bed rest. 
Pneumothorax produced inactivation of the lung 
and allowed complete or partial closing of tuber- 
culous cavities making metabolic repair possible. 
These patients, however, developed fluid, and 
consequently fibrous masses in the pleural cavity 
led to difficult complications. In 1943 pneumo- 
peritoneum was recommended as a more favor- 
able treatment and was combined, in many cases, 
with a phrenic crush to allow even further disten- 


tion of the diaphragm into the thorax. Strepto- 
mycin for tuberculosis was introduced in 1946. 
This cured some of the acute cases, but was rela- 
tively ineffective against chronic tuberculosis due 
to the rapidly acquired resistance of the tubercle 
bacilli. However, by combining paraminosaly- 
cylic acid with streptomycin this resistance was 
prevented in many cases. In 195] isoniazid or 
INH proved as dramatic a treatment as strepto- 
mycin but it also needed assistance from PAS 
or streptomycin to prevent the resistance factor. 

Various surgical procedures have proven effec- 
tive for collapse of lung tissue or for removal of 
diseased areas in the lung. Recently thoraco- 
plasty has been used for collapsing the lung, 
avoiding the complications of pneumothorax. 
When portions of diseased lung are removed 
the procedures are classified as wedge resections, 
segmental resections, lobectomies or, in fewer 
cases, pneumonectomies. These surgical proced- 
ures leave patients in need of physical therapy. 

Of immediate concern after chest surgery 
is the prevention of atelectasis. Secretions of 
fluid, exudates and blood clots are usually 
present in the lung tissue following chest sur- 
gery. If these are not removed, atelectasis will 


occur; therefore, the patient is made aware that 
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he must cough up these secretions which may 
form plugs in the lung tissue. In most cases these 
patients are encouraged to force fluids postoper- 
atively due to their dehydrated condition. De- 
hydration in this case causes thickening of the 
pulmonary secretions. Resections of lung tissue 
are most often made by entering the fourth 
through the eighth interspace of the thorax using 
a side approach. Depending upon the extent 
and method of surgical procedure this usually 
results in the division of the lower portions of 
the trapezius and rhomboid muscles, complete 
division of the latissimus dorsi, and partial divi- 
sion of the serratus anterior. In most cases, these 
are the muscles which will present postoperative 
problems. 

Gentle range of motion is started as soon as 
the patient is sufficiently aware of what is hap- 
pening. He is encouraged to use the arm as well 
as he can and to position it correctly when rest- 
ing. Any reasonably comfortable position may 
be assumed but care is taken to prevent constant 
positioning in adduction and inward rotation. 
Ambulation may be started the first day in many 
cases. After the stitches have been removed the 
incision is massaged lightly with mineral oil con- 
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taining lanolin to prevent adhesions and to relax 
any muscle spasm that may be present. 

Thoracoplasties often present unique postural 
problems. The shoulder of the collapsed side may 
be carried high and forward, accompanied by a 
rotation of the seventh cervical vertebrae. The 
opposite hip may also be carried in a forward 
position. These postural difficulties should be 
watched for, and prevented or corrected if pos- 
sible. Stretching of the latissimus and pectoralis 
major on the affected side may become necessary 
to maintain good range of motion. 

Preoperative instruction is given to the pa- 
tient regarding the pain which will be encoun- 
tered, difficulty and necessity for coughing, and 
the importance of relaxation and of regaining 
range of motion as soon as possible. 

In all cases the physical therapist relies on the 
physician’s orders concerning all treatment in- 
cluding ambulation, range of motion, and any 
possible contraindications. 


Ronan E. 

Children’s Hospital 

School of Physical Therapy 
Class of 1956 


Report From Physical Therapy Club 
University of Southern California 


This year we started off under the leadership 
of the fall president, Robert Loyd. During the 
summer the returning Seniors planned a_ wel- 
come for the new students. Bob sent out letters 
to all of the prospective S. C. physical therapy 
students telling them how happy we were to have 
one and all. When registration time arrived, 
most of the Seniors were right in there introduc- 
ing themselves, serving refreshments, handing 
out free advice and showing the lost ones where 
to go. 

The first business taken care of was the elect- 
ing of the remaining officers, talking up the 
APTA (nearly 100 per cent student membership) , 
organizing library hours and planning group 
attendance at football games. We discovered 
that the Club was (as always) in financial 
straits, hence a subtle plea for payment of dues. 

Five active committees were appointed. Our 
Press Committee under the leadership of Sara 
Clark and Kay Martin published and sent out 
to all our alums and fellow physical therapy de- 


partments the “Trojan Therapist.” This proved 
to be a very successful Christmas edition. 

The Standards Committee has been working 
all year to maintain and raise the standards of 
performance of all physical therapy students. 


Each year the current class records the class 
activities through snapshots. It is the Album 
Committee’s job to collect, organize and post 
the pictures in the club’s album. Shula Slaughter 
and her committee really did a fine job of por- 
traying the “Spirit of °56.” 

At homecoming time we joined with the Occu- 
pational Therapy Club and built a float whick 
unfortunately soaked up more rain than blue 
ribbons. 


Two other hard working groups were the 
Alumni and Reorganization Committees. We 
have never had an active alumni organization. 
Through Jo Ann McCollum’s committee’s re- 
search on addresses and sending out of letters, 
a meeting of all alums was called. At this meet- 
ing corresponding secretaries from each class 
were elected. There is now an active alumni or- 
ganization which we are proud of having had a 
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small part in helping to organize. The reorgani- 
zation committee, under the able chairmanship 
of Joseph Chasin had the unenviable task of 
suggesting amendments to the Physical Therapy 
Club Constitution so that the organization might 
be more streamlined and specific. 

Other accomplishments this year were the 
purchase of a half page in the school annual for 
a club picture (“trackman” Eugene S. Mondo 
did the leg work), a tea for the returning clinical 
training students (what would we do without 
Mary Ryan—and her coffee urn), a new library 
in conjunction with the O. T.’s (B. L. Jones, 
the best organized librarian on campus), and 
several gala social events. 

Altogether this year has been very successful. 
The club is starting to be used more as the voice 
of the students in making suggestions to the 
faculty. It is becoming a more effective instru- 
ment in helping the physical therapy students 
as a group. Those of us who have had the pri- 
vilege of serving as officers during this year are 
proud of the progress made. We wholeheartedly 
thank all members for their contributions to 
the activities of the Physical Therapy Club and 
wish as much fun and even more progress to 
the new class. 

VIRGINIA ORTON 
President, Spring Semester 


Impressions from the Second Congress 
of the World Confederation for Physical 
Therapy—June 17-23, 1956 


Too bad you missed it! It isn’t often that one 
gets a chance to attend a convention such as the 
Second Congress of the World Confederation for 
Physical Therapy. From the lighting of the Con- 
gress symbol on Monday, throughout the whole 
week, we were continually impressed by the 
events of the Congress. Representatives from 39 
countries had come together in New York City 
to exchange their ideas and to give of their knowl- 
edge in a truly international spirit. They thus 
created a working example of how persons of 
different backgrounds can work together for a 
common worthy goal. We lucky students were 
there and had a chance to absorb some of this 
spirit and knowledge from an incomparable 
source! 

The Congress was officially opened Monday 
morning with the Invocation, speeches of wel- 
come, and the lighting of the Congress symbol 
a spot-lighted revolving globe. That afternoon 
there was a panel discussion regarding the role 
of the physical therapist in the evaluation studies 
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of the poliomyelitis vaccine field trials. Follow- 
ing on subsequent days were sessions concerning 
the general field of health, the physical therapist 
and her education and responsibilities, prosthet- 
ics, treatment for specific conditions, posture, the 
community rehabilitation program, and selected 
testing and evaluation procedures. Friday after- 
noon brought the final session which stressed 
expanding opportunities for the World Confed- 
eration and cooperation among all member na- 
tions. This was followed by the closing cere- 
mony. a brief look at what the Congress had 
accomplished, a suggestion for future programs. 
and presentation of newly elected officers. All 
too soon the Congress symbol was dimmed, and 
the platform party marched out while more than 
2.000 voices sang Auld Lang Syne. 

There were many excellent exhibits of the 
latest equipment, free informational material, and 
a penthouse film theatre where films of profes- 
sional interest were shown throughout the day. 

Then there was the social program—the recep- 
tion, the boat trip around Manhattan, the ban- 
quet, school reunions, lunches, suppers, and in- 
formal get-togethers, in addition to all that New 
York City can offer visitors. 

It was a wonderful experience to participate in 
this example of international cooperation; and 
we are all looking forward to the Third Congress 
in Paris in 1959. Here's hoping we see you there! 


THE Bouve-Boston SCHOOL 
Representation 


School of Physical Therapy 
Produces Color Film 


Booked solid since its premiere in March, 
“This My Life.” 16 mm. color sound film pro- 
duced by the School of Physical Therapy of the 
College of Medical Evangelists, has received 
enthusiatic Several high school stu- 
dents, after viewing the film, have indicated plans 
to study physical therapy. 

Made possible by a grant from the Birtcher 
Medical Foundation, the film was directed by 
a sophomore student in the College’s School of 
Medicine and his wife, Eric and Tanya Tarr. 
The 23-minute picture is available on loan from 
the Foundation and the CME Community Rela- 
tions Office, 1720 Brooklyn Avenue, Los Angeles 

Officers and a number of members of the 
Southern California Chapter of the American 
Physical Therapy Association were present for 
the initial showing March 17, on the Los Angeles 


response. 


. | 


Vol. 36. No. 11 


Tue PuysicaAL THerapy Review 761 


Stars and producers of “This My Life.” Seated, left to right. are Colette Beach Witt, who 
plays Terri Young, the coed patient in the film; Dr. Fred B. Moor, Director, School of 
Physical Therapy, and Professor and Chairman, Department of Physical Medicine, School 


of Medicine, College of Medical Evangelists; 


and Carol Lowry, who appears as Karen Marsh, 
the physical therapist. Standing are Eric and 


Tanya Tarr. husband and wife producing 


team. Eric is a junior in the School of Medicine at the College of Medical Evangelists. 
Next to Mrs. Tarr is Richard Kuhn, the film’s Jim, boy friend of the injured Terri. 


Campus of CME. A large attendance necessi- 
tated a second showing. Also present were rep- 
resentatives of the Physical Therapy Schools at 
Children’s Hospital and the University of South- 
ern California. 


The film depicts the life of a physical therapist 
who has as her patient a popular university coed 
with a broken back. The therapist. throughout the 
film, recalls many of her other patients helped 
through various procedures of physical therapy. 


Report from the University of California 


During our nine months of academic study at 
the University of California School of Physical 
Therapy we have been fortunate to participate in 
five extracurricular field trips in the Bay area. 

After we completed our unit of study of cere- 
bral palsy. we visited the Cerebral Palsy School 
located on the grounds of State College in San 
Francisco. This resident school takes about 30 
children for evaluation studies. After remaining 
at the school for a period varying from 3 to 12 
months, these youngsters are returned to their 
own communities for placement in a_ facility 
best suited to their individual needs. Mrs. Marion 
Haws at the school gave us an opportunity to 
observe different types of cerebral palsy and ex- 
plained in some detail the new Bobath method 
which is now being used in the treatment of 
several children there. 


In conjunction with our studies of poliomyeli- 
tis we visited Children’s Hospital in San Fran- 
cisco where there are many cases of post acute 
poliomyelitis. Mr. Keropian, the chief physical 
therapist, demonstrated some specific stretches, 
and also showed us ways of motivating treatment 
by incorporating pleasure into therapy. For ex- 
ample, the bed of a young girl with scoliosis was 
placed in a position which forced her to twist 
her body to see the television screen: thus, un- 
knowingly she stretched the tight side of her 
back. During Mr. Keropian’s demonstration of 
a respirator, one of our students served as a 
subject. 

We supplemented our studies of amputees with 
a visit to Oak Knoll Naval Hospital in Oakland. 
Mr. Jack Low, civilian physical therapist, illus- 
trated correct technics of bandaging. exercises, 
and gait training. While at the hospital we had 
an extensive tour through the Physical and Occu- 
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pational Therapy Departments and through the 
prosthetic plant. 


At the Huck Brace Shop we again observed 
the various stages of prosthetic manufacture. Mr. 
Ned Snygg showed us artificial legs and arms, 
cosmetic hands, functional hooks, and upper and 
lower extremity braces. 


The University of California has a unique af- 
filiation with the May T. Morrison Rehabilitation 
Center. For one week Miss Ruth Cook gave us 
lectures on the following subjects: the philoso- 
phy, development, and application of rehabilita- 
tion; functional activity testing; bracing and 
adaptive equipment for upper and lower extremi- 
ties: rehabilitation aims; the role of the physical 
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therapist; and methods of integration in the 
field. We also spent three afternoons during that 
week at the center. We learned the principles 
and technics of teaching activities of daily living 
including rolling over in bed, dressing, wheel 
chair management, crutch to toilet and back, 
ascending and descending curbs, and falling. 
The week was an interesting experience, and we 
are indebted to the center for giving us this in- 
struction. All in all these experiences have been 
invaluable in providing us with a broader per- 
spective in our course of study. 


Mrs. A, STONE 

University of California 
at San Francisco 

Class of 1956 


Report from Stanford University 


During the clinical training period of the 
program in physical therapy at Stanford, each 
student works out an original project which inter- 
ests him and which he feels may be a contribu- 
tion to others in the field of physical therapy. 

Our class has chosen the following articles as 
representative of the various types of projects 
which have been completed this year. We en- 
joyed working on them and hope that you will 
also find them of interest. 


SUZANNE ZIEGLER 
JOANNE MARINI, 
Class Representatives, 1956 


Devised Equipment for Exercise 
of the Abdominal Muscles 


The exercise program of a poliomyelitis pa- 
tient. who had weakness of the abdominal 


Adjustable beach backrest 


muscles, included sit-ups from a half-sitting posi- 
tion—a position achieved by the use of a mound 
of pillows and one large roll. The pillows slipped 
easily so that it was difficult for the patient to 
come to a sitting position. Though the same 
number of pillows was used each time, the ar- 
rangement varied so that neither the patient nor 
I could tell if some days she was doing better, 
or if the pillows were stacked more to her ad- 
vantage. It was for this simple but frustrating 
situation that I devised this equipment. 


\ beach back rest, purchased at any lawn furni- 
ture store or department, for $1.50 to $2.00, was 
hacked with a piece of '4 inch plywood ($.42) 
for extra stability. The space between the canvas 
of the back rest and the plywood was filled in 
with corrugated cardboard (no cost). Originally 
there were three holes in the rest which varied 
the angle of the back. By drilling extra holes at 
regular intervals, a finer grading of the incline 
was possible. The key mounted on the back of 
the rest indicated the angles of inclination from 
the horizontal (completely supine). 


If used to supplement a standard muscle test, 
this device can help the patient who is gaining in 
abdominal strength to visualize his progress. 
Since the inclined back gives consistent support 
to the patient it is better than assistance from the 
physical therapist who cannot make such assist- 
ance This equipment is, I realize, 
similar to part of a complete Elgin table. How- 
ever, for the small hospital department without 
extensive equipment, this inexpensive apparatus 
might be useful. Also, the cost is so low that it 
would be practical for home exercise. 


consistent. 
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Patio Sor 
Actes 


Gait training 


and mat room 


Floor Plan of a Room for 
Gait Training and Mat Exercises 


This room was designed for single or group 
instruction. From the archway, activities taking 
place on both sides can be seen. 


In the largest area, space has been provided 
for different types of activities. The steps and 
ramp in the center can be moved aside for group 
crutch instruction or to show movies of educa- 
tional activities. The parallel bars have mirrors 
at both ends in order that the patient may observe 
his progress. 

The bathroom has folding doors, leading from 
both areas, which are wide enough to admit wheel 
chairs. 

The patio is used for outside training activities 
and a car may be parked there. The door to the 
patio has both a ramp and steps through which 
both ambulatory or nonambulatory patients may 
enter the department. These also may be used 
for training purposes. 


The mirrors in the plan are identified by num- 
bers which are underlined; numbers for the 
storage areas are not underlined. 


Juaguina HILLstTRoM 


Cervical Traction Sling 
Problem 


To design a traction apparatus for the home 
that requires a minimum amount of weight 
and can be adjusted by the patient. 


Equipment 


Strong nylon cord—10 feet in length $ .50 
Canvas bag with a sewn canvas handle 


—8 x 12 inches 2.50 
One double pulley—*4 inch 30 
Two single pulleys—1% inch, $.30 each .60 
Head spreader 1.50 
Canvas head sling 6.50 
Steel apparatus for attachment of 

pulleys 6.00 


Metal clamp used as stop on cord 

Weights—1, 2, or 3 pound salmon weights 
or Elgin aluminum weights (can be at- 
tached to a metal ring on rope) or a 
1 or 2 pound can of coffee can be placed 
in canvas bag. 


Procedure 


1. Fasten either metal holder or piece of 
wood to door and attach two single pul- 
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Head traction apparatus applied 


tor use 


leys as far apart as possible. up to a foot 
and not less than half a foot. 

Attach nylon cord (by square knot) to 
either metal ring or canvas bag. 

Put the cord through the pulley closest 
to the wall and suspend the bag. 

String the cord through the double pul- 
ley on either side and thread up through 
the single pulley farther from the wall 
and then continue back down through 
the other side of the double pulley and 
up again knotting the cord near the sin- 
gle pulley farther from the wall on either 
metal or wood piece. 

Cut off a 6 inch piece of nylon cord or 
heavy twine and knot the highest part of 
the head spreader in the groove. If the 
bag is hanging the same distance from 
the metal piece as the double pulley is 
hanging, the remaining cord is divided 
5 ways. 

Sit in the chair facing mirror after put- 
ting on the head sling and test it by pull- 
ing upward. Because of the 6 inch dis- 
tance from the first and second pulley 
you can reach behind, since no pressure 
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is applied until the weight is put in the 
bag. Now drop the weight in the bag. 
If you use the metal clamp you can put 
it on the double pulley side of the first 
pulley and then put in the weights. Stand- 
ing. adjust the head sling and spreader. 
Hold the cord after releasing the clamp 
and sit down. 

When sitting in the chair be sure you 
are in the correct position. Since you 
have a 6 inch leeway the weights will not 
hit you in the head. 

When you wish to get up, reach up for 
the cord and release the pressure. Put 
on clamp or take out weights. 


Nore: The pulley ratio is slightly less than 
1:1. ignoring friction, as one of the sup- 
porting strands is at an angle to the 
other three. (The angle of this strand 

thus the pull exerted 

or .866 Ibs.) 


as shown is 30 
would be 1 cos. 30 


Heten McCusker 


Veterans Administration Research 
Program 


\ broader attack upon the “unknown” in 
man’s major diseases will be started immediately 
by Veterans Administration. 

An enlarged medical research program will be 
conducted with the $10,000,000 appropriated by 
Congress for the fiscal year 1957, beginning July 
L, 1956—$4,300,000 more than was appropriated 
last year. 

Most of the increased medical research will 
be concentrated in four areas of major diseases: 
1. mental, nervous, and brain diseases (neuro- 
psychiatric); 2. heart and artery diseases (car- 
diovascular); 3. leukemia: and 4. 
problems of aging (geriatrics). 


cancer and 


The VA also will expand its research program 
in tuberculosis. in the fungus diseases which re- 
semble tuberculosis, and in the infectious dis- 
eases. 

In addition renewed emphasis will be placed 
on individual research projects, such as the 
isolation and identification of the factors which 
produce man’s greatest killer, hypertension or 
high blood pressure; the cause and nature of 
hardening arteries (arteriosclerosis); the cause 
and nature of tissue changes (metabolic dis- 
and the brain areas where epilepsy and 
related nervous disorders originate. 


eases): 
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Cooperative drug (chemotherapy) studies will 
be continued or instituted with the new available 
funds, VA said. They are: 


1. The chemotherapy of multiple sclerosis for 
which no known cure is available, 

2. The chemotherapy of psychiatric disorders, 
with special emphasis on the new tran- 
quilizer drugs, 

\ cooperative study of the treatment of 

hypertension, or high blood pressure, with 

special reference to the use of newer drugs. 

1. The chemotherapy of cancer, co-sponsored 

by the U. S. Public Health Service. the 

American Cancer Society. and the LU. 5S. 
Atomic Energy Commission. 

In all of these studies, VA will be advised by 

the National Research Council Committee on 

Veterans Problems, the Statistical Agency of 
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the National Research Council, and the Advisory 
Committee in Research of VA composed of out- 
standing leaders in American medicine who re- 
view the medical research programs in their own 
fields of specialization. 

VA said its close affiliation with 74 medical 
schools permits it to profit by the experience and 
resources of the outstanding scientists in those 
institutions who work with, and lend support 
to. the VA medical care program. 


The medical schools through their Deans’ Com- 
mittees supervise VA research programs and 
actively participate in the training of VA re- 
searchers. 

This program of cooperation and collaboration 
will be continued in the enlarged medical ac- 
tivities to provide better care for veterans and, 
indirectly, for people throughout the world. 
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Wearn, J. Med. Educ., 31: 515-519, August 1956 
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Patterson, J. Med. Educ., 31: 521-529, August 1956 
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519-521, August 1956 
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E. F. Feiring and B. J. Sussman, Neurology, 6: 529- 
546, August 1956 
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15, 1956 
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Fisher and R. D. Adams, J. Neuropath. & Exper. 
Med., 15: 243-268, July 1956. 

Guillain-Barré Syndrome in Children. (Case Report) 
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73-75, August 1956 
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F. A. Echlin, S. V. Sordillo and T. A. Garvey, J.A.M.A., 
161: 1345-1350, August 4, 1956 

An Evaluation of the Role of the Coxsackie Group of 
Viruses as Etiological Agents of Central Nervous Sys- 
tem Disease in Man., Military Med., 119: 106-114, 
August 1956 

Unusual Neurological Complications After Sudden With- 
drawal of Cortisone. A. G. Beckett and C. J. Steven- 
son, Brit. M.J., (No. 4983), 27-28, July 7, 1956 

Management of Spinal Cord Injuries. John R. Mullins, 
Northwest Med., 55: 650-652, June 1956 

Habilitation of the Child with Spina Bifida and Myel- 
omeningocele. S. S. Bluestone and G. G. Deaver, 
J.A.M.A., 161: 1248-1252, July 28, 1956 
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Am. J. Physiol. 185: 217-229, April 1956 
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Junction of the Frog, J. Castillo and B. Katz, J. 
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Slow Fibre Membrane. W. Burke and B. L. Ginsburg, 
J. Physiol., 132: 599-610, June 1956 
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Vembrane. W. Burke and B. L. Ginsburg., J. Physiol., 
132: 586-598, June 1956 

The Life History of the Neuron. Paul Weiss, J. Chron. 
Dis., 3: 340-348. April 1956 
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Pathogenesis and Treatment of Senile Osteoporosis. 
Mare Moldawer, Geriatrics, 11: 319-331, August 1956 

Fluid Content of the Nucleus Pulposus as a Factor in 
the Disk Syndrome. W. G. Horton, D. L. Smare and 
A. Naylor, Brit. M. J., (No. 4984), 81-83, July 14, 1956 

The “Tear-Sheped Phenomenon” in Calvé-Perthes Dis- 
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287-295, Fasc. 4, 1956 
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of the Shoulder. J. R. Gladden, J. Nat. M.A., 48: 
241-244, July 1956 
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Physical Therapy Programs—1956 
Approvep BY THE Councit ON Mepicat Epucation anp Hospitats 
oF THE AMERICAN MEDICAL ASSOCIATION 
Schools offering the four year program leading to a baccalaureate degree will accept high school grad- E 
uates, as well as transfer students. Schools offering the 12 to 16 months program leading to a certificate ¢ 4 


will accept students who have completed all or most of their undergraduate work providing they meet cer- 
tain course requirements. Recipients of a degree or certificate have equal professional recognition and 
status. For specific information regarding each school’s entrance requirements, tuition, and other fees, 

write to the director indicated below. All students should investigate course requirements early. 


Certifi- Certifi- 
Degree cate Degree cate 
CALIFORNIA KANSAS 
Mrs. Mary J. Dodge t Mrs. Ruth G. Monteith + + 
School of Physical Therapy Section of Physical Therapy 
Childrens Hospitai Society University of Kansas Medical Center 
4614 Sunset Boulevard Kansas City 3 
Los Angeles 27 
Mr. R. William Berdan + + LOUISIANA 
School of Physical Therapy 
College of Medical Evangelists Mass Isadore Brown (Acting) t 
212 N. Boyle Avenue School of Physical Therapy 
Los Angeles 33 of Louisiana 
5 A 
Mrs. Margery L. Wagner t t 2 
ae in Physical Therapy 
niversity of California 
The Medical Center MASSACHUSETTS 
: San Francisco 22 Miss Shirley M. Cogland t t 
Miss Charlotte W. Anderson + + *School of Physical Therapy 
Department of Physical Therapy Simmons College-Children’s Hospital 
University of Southern California 300 Longwood Avenue 
University Park Boston 15 
Los Angeles 7 Miss Adelaide L. McGarrett + { 
Miss Lucille Daniels + + Curriculum in Physical Therapy 
Division of Physical Therapy Sargent College, Boston University 
Stanford University 6 Everett Street 
Stanford Cambridge 38 
cotonano 
Miss Dorothy Hoag + + *Bouve-Boston School, Tufts College 
Curriculum in Physical Therapy Medford 55 
University of Colorado Medical School 
Denver 20 MICHIGAN 
CONNECTICUT Miss Virginia Wilson + t 
Miss Frances Tappan + Curriculum in Physical Therapy 
School of Physical Therapy University of Michigan 
U 101 University of Connecticut University Hospital 
Storrs Ann Arbor 
(LLINOIS MINNESOTA 
Miss Elizabeth C. Wood t + 
Northwestern University Medical School University of Minnesota 
303 East Chicago Avenue 
Chi *] 860 Mayo Memorial Hospital 
Minneapolis 14 
1OWA Mr. Darrell D. Hunt t 
hysi 
Mrs. Olive C. Farr 
School of Physical Therapy Rochester 


State University of Iowa 
University Hospitals 
lowa City * Accepts women students only. 
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Degree 


Sr. M. Imelda, S.S.M. 
Course in Physical Therapy 
St. Louis University 

1325 South Grand Boulevard 
St. Louis 4 


Miss Beatrice F. Schulz t 
Department of Physical Therapy 
Washington University School of Medicine 
660 So. Kingshighway Blvd. 

St. Louis 10 


NEW YORK 
Miss Dorothy L. McLaughlin 


*School of Physical Therapy 

Albany Hospital-Russell Sage College 
New Scotland Avenue 

Albany 1 


Miss Mary E. Callahan 

Courses for Physical Therapists 
Columbia University 

College of Physicians & Surgeons 
630 West 168th Street 

New York 32 


Miss Elizabeth C. Addoms + 
Physical Therapy Curriculum 

School of Education, New York University 
Washington Square East 

New York 3 

Miss Mildred F. Heap 

Program in Physical Therapy 

University of Buffalc 

2183 Main Street 

Buffalo 14 


NORTH CAROLINA 


Miss Helen Kaiser 

Division of Physical Therapy 
Box 3403, Duke Hospital 
Durham 


OHIO 


Mr. Robert D. Kruse 

Course in Physical Therapy 

Frank E. Bunts Educational Institute 
2020 East 93rd Street 

Cleveland 6 


Miss Gladys G. Woods 
Curriculum in Physical Therapy 
Chio State University 

Coiumbus 


OKLAHOMA 


Miss Thelma Pedersen t 
School of Physical Therapy 

University of Oklahoma, Medical Center 
Oklahoma City 4 


*Accepts women students only. 


Certifi- 


cate 


PENNSYLVANIA 


Miss Kathryn Kelley 

Curriculum in Physical Therapy 

D. T. Watson School of Physiatrics 
Leetsdale 


Miss Dorothy E. Baethke 
Division of Physical Therapy 
University of Pennsylvania 
1818 Lombard Street 
Philadelphia 46 


PUERTO RICO (All classes given in Spanish) 


Mrs. Lutgarda Vega 

School of Physical & Occupational Therapy 
Professional Bldg., 8th floor 

Stop 22, Santurce 


TEXAS 


Miss Doris E. Porter 

Grady Vaughn School of Physical Therapy 
Baylor University Hospital 

Dallas 1 


Miss Ruby Decker 

Curriculum for Physical Therapists 
University of Texas, Medical Branch 
Galveston 


Mrs. Cecelia J. Lee 
School of Physical Therapy 
Hermann Hospital 


Houston 25 


VIRGINIA 


Miss Susanne Hirt 

School of Physical Therapy 
Medical College of Virginia 
Richmond 19 


WISCONSIN 


Miss Beth J. Phillips 
Curriculum in Physical Therapy 
School of Medicine 

Marquette University 

561 No. Fifteenth Street 
Milwaukee 3 


Miss Margaret Kohli 
Course in Physical Therapy 
University of Wisconsin 
Madison 6 


S. ARMY MEDICAL SERVICE 


*Physical Therapy Course 
Medical Field Service School 
Brooke Army Medical Center, 
Fort Sam Houston, Texas and 
Brooke, Letterman and Walter Reed 
Army Hospitals 
Write to: The Surgeon General 
Department of the Army 
Washington 25, D. C. 


Att.: Personnel Division 


Please direct all inquiries regarding tuition, entrance requirements and other specific 
information to the school and not to the American Physical Therapy Association. 
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Certifi- 
= Degree cate 
MISSOURI : 
| | 
| 
t 
t t 
t t 
t 
t 
+ 
+ 
+ 
+ 
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Directory 


Chapter 


Alabama 
President, Ida May Summers, Rt. #1, Eden 
Secretary, Mary G. Redden, 3535 Mayfair Drive, 
Montgomery 
Alaska 


President, Mrs. Vera R. Johnson, Portage 
Secretary, David Morris, 236-10 St., Apt. 4, Anchorage 


Arizona 


President, Janet B. Nelson, 1615 N. 26th Place, Phoenix 
Secretary, Pending election 


Arkansas 


President, Ruth E. Burnet, Jacksonville Convalescent 
Center, Jacksonville 5 

Secretary, Effie Knox, 818 Cumberland, Apt. 4, Little 
Rock 

California 

Northern California: 

President, Margaret Knott, 2600 Alameda, Vallejo 

Corres. Secretary, Mrs. Ann H. Ferrari, 47 Maple Ave., 
Atherton 
Sacramento-Stockton District: 
Chairman, George Cousens, 2617 W. Euclid Ave., 

Stockton 4 
San Jose District: 
Chairman, Charles Street, 14884 Rossmoyne Drive, 
Cambrian Park 24 

San Diego: 

President, Lloyd B. Hanson, 1101 Medico Dental Bldg., 
San Diego 1 

Secretary, Phyllis Stubbe, 2561 Albatross Street, San 
Diego 1 


San Joaquin: 
President, Robert W. Nelson, 1715 G St., Merced 
Secretary, Evelyn Musacchia, 3483 E. Clinton, Fresno 


Santa Barbara: 

President, Mary Ella Isham, 1314 “C” Castillo St., 
Santa Barbara 

Secretary, Anne Cody, 
Barbara 


1314 “C” Castillo St., Santa 


Southern California: 
President, Lee Katz, 1245 Glendon Ave., Los Angeles 24 
Secretary, Marilyn J. Lister, 811 N. Catalina, Pasa- 
dena 6 
Colorado 
President, Major Mary L. BenDure, Box 6192, Fitz- 
simons Army Hospital, Denver 
Secretary, M. Irene Wilson, 1190 E. Kenyon Ave., En- 
glewood 
Connecticut 
President, James Bauer, R.D. 2, Storrs 


Secretary, Wilhelmina Werkhoven, R.F.D. 3, Job’s Hill, 
Rockville 
Delaware 
President, John Lyons, 302 Waverly Road, Wilming- 


ton 3 
Secretary, Rose Zappala, 1132 W. 8 St., Chester, Pa. 


District of Columbia 
President, Mrs. Elizabeth W. Yorkdale, 1010 Heather 
Ave., Takoma Park 12 
Corres. Secretary, Charles W. Hartman, 104 Atlantic St., 
S.E., Apt. 6, Washington 20 


Florida 
President, Mrs. John W. Hedrick, 13105 S.W. 63 Ct., 
Miami 
Secretary, Ronald Lee Coats, 131 Santillane Ave., Apt. 
4, Coral Gables 


Northeast Florida District: 
Chairman, Martin S. Garfinkel, 
Jacksonville 7 


1713 Furman Drive, 


Northwest Florida District: 
Chairman, Pending 


Southeast Florida District: 
Chairman, Rosalie Akerley, 456 E. 28 St., Hialeah 


West Coast Florida District: 

Chairman, Lars Petersen, 1316—28 Ave. S., St. Peters- 
burg 

Georgia 

President, Kathryn Phillips, Georgia Warm Springs 
Foundation, Warm Springs 

Secretary, Ann Martin, Georgia Warm Springs Foun- 
dation, Warm Springs 


Hawaii 
President, Ruth Aust, Shriners Hospital, Honolulu 9 
Secretary, Mrs. Gutrune Falckon, 2740 Rooke Ave, 
Honolulu 


Idaho 
President, Anna L. Sweeley, 1719 N. 18th St., Boise 
Secretary, Mrs. Molly M. Borchers, 34 Canyon Villa, 
Twin Falls 


Illinois 
President, Beatrice L. Marks, 3300 South Oak Park 
Ave., Berwyn 
Secretary, Mrs. Hildegarde Myers, 1368 North Sedg- 
wick St., 4B, Chicago 10 
Downstate Illinois District: 
Chairman, Dolores Shoulders, 604 W. Park, Urbana 


Indiana 
President, Garland M. Smith, South Bend Clinic, 
122-124 Lafayette Blvd., So. Bend 
Secretary, Harry D. Tharp, c/o A. A. Tharp, R.R. #1, 
Grabill 


Central Indiana District: 
Chairman, Diana R. Garceau, 4334 N. Pennsylvania 
St., Indianapolis 


Northern Indiana District: 
Chairman, Garland M. Smith, South Bend Clinic, 
122-124 Lafayette Blvd., So. Bend 
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lowa 
President, Leo Morrissey, 1016 — 34 St., N.E., Cedar 
Rapids 
Secretary, Helen G. Reichart, 331 So. Johnson, Apt. 2, 
lowa City 


Western lowa District: 


Acting Chairman, Jack R. Hoberg, 3000 Center St., 
Sioux City 


Kansas 

President, Mrs. Ruthelma R. Meador, 153 So. Minnesota, 
Wichita 

Secretary, Ruth G. Monteith, 3917 Cambridge, Kansas 
City 3 

Northeastern Kansas District: 

Chairman, William F. Hoppes, 2509 North 35th St., 
Kansas City 

Southern Kansas District: 

Chairman, Betty Reimer, 1861 So. Glendale, Wichita 


Kentucky 
President, Melvin G. Carson II, 8805 Waltlee Road, 


Fern Creek Acres, Fern Creek 
Secretary, Mrs. Blanca M. Shoenut, P. T. Dept., V. A. 
Hospital, Louisville 


Louisiana 
President, Robert J. Oswald, 6129 Argonne St., New 


Orleans 
Secretary, Harry Landry, 351 Tudor Ave., New Orleans 


Northern Louisiana District: 
Chairman, B. Don Zesch, V. A. Center, Shreveport 


Maine 
President, Jeanette A. Pitkin, Hyde Memorial Rehab- 


ilitation Hospital, Bath 
Secretary, Josephine C. Poor, V. A. Hospital, Togus 


Maryland 
President, Katherine I. O'Neill, 317 Greenlow Road, 
Catonsville 28 
Secretary, Mary McDowell, 1923 Taylor Ave., Baltimore 
14 
Massachusetts 


President, Sarah W. Bassett, Boston Dispensary Re- 
habilitation Institute, New England Medical Center, 
25 Bennet St., Boston 11 

Secretary, Bernice Lyford, 49 Ocean St., North Quincy 71 


Western Massachusetts District: 
Chairman, Nicholas Serino, 4 Keddy St., East Hampton 


Michigan 
President, Maurice L. Lubcke, 261 Maplewood Drive, 
East Lansing 
Secretary, Jane Thompson, Box 290, Rt. #2, Lansing 
Eastern Michigan District: 


Chairman, Marie C. Hickey, 2443 Lone Tree Rd., Rt. 4, 
Milford 


Western Michigan District: 


Chairman, Mrs. Marjorie N. Stamm, Memorial Hospital, 
St. Joseph 


Minnesota 
President, Alice A. Chesrown, Apt. 211, 27 Inner Drive, 


St. Paul 

Secretary, JoAnne Ostlund, 626 Pierce St. N.E., 
Minneapolis 13 

Southern Minnesota: 


President, Ruth Ryan, 1301 — Ist St. S. W., Rochester 
Secretary, Thelma Ruddy, 903—2nd St. N. W., Rochester 


Mississippi 
President, William F. Guynes, Jr., V. A. Center, Jackson 
Secretary, Ben Piazza, 205 Hildegarde Terrace, Vicksburg 
Missouri 
Eastern Missouri: 
President, Mrs. Ruth Benz, Dept. of Physical Medicine, 
Barnes Hospital, St. Louis 
Secretary, Mary Potthoff, 3823 Flad, St. Louis 10 
Western Missouri: 
President, Julia Ann Carothers, 105 Ward Parkway, 
Kansas City 
Secretary, Ruth King, 3814 Maine, Kansas City 11 


Montana 


President, Robert H. Nicol, 2622 Custer, Billings 
Secretary, Joe Luckman, 2823—3rd Ave. No., Great 


Falls 
Nebraska 


President, Wayne H. Perdue, 6670 Decatur, Omaha 

Corres. Secretary, Eugene Rembe, 1931 So. 49, Omaha 
6 

Nevada 

President, Marion Barfknecht, 232 W. 1 St., Room 11, 
Reno 

Secretary, Mrs. Margaret Heidrich, 2825 Woondel Way, 
Reno 

New Hampshire 

President, Mrs. Eleanor S. Barnard, Concord Hospital, 
Concord 

Secretary, Marion Davis, R.F.D. 5, Penacook 


New Jersey 


President, Arthur Brown, 691 W. 7th St., Plainfield 
Corres. Secretary, Thora Nordlund, 26 Ellington St., E. 
Orange 


South New Jersey District: 


Chairman, M. Elizabeth Holtzhausser, 5735 W. Walnut 
Ave., Merchantville 8 


New Mexico 
President, Lois C. Perrine, 1607 Solano Dr., N.E., 
Albuquerque 
Secretary, Mrs. Emilie Johnson Hines, Los Alamos 
Medical Center, Los Alamos 


New York 

President, Dorothy Page, Albany Hospital, C. P. Center, 
Albany 8 

Corresponding Secretary, Janet Singer, 28 Jeanette St., 
Albany 

Central New York District: 

Chairman, Wayne W. Schwartzwalder, 301 Merrill Road, 
Syracuse 4 

Eastern New York District: 


Chairman, Dorothy Page, Albany Hospital, C.P. Center, 
Albany 8 


2 : - — 
‘ 70 


New York District: 

Chairman, Dorothy C. 
Brooklyn 30 

Hudson Valley District: 


Chairman, Hyman L. Dervitz, 9 Brown Drive, Pearl 
River 


Greater 


944 East 14th St., 


Schumer, 


Southern New York Tier District: 

Chairman, Mrs. Margaret G. Hogan, 14 Arthur Street, 
Binghamton 

Western New York District: 

Chairman, Marian McLenahan, Bureau of Health, 44 
Marshall St., Rochester 


North Carolina 


President, Anne Parrish, Crippled Children’s Section, 
State Board of Health, Raleigh 

Secretary, Mrs. Judith Miller, 90244 Edgewood Circle, 
Gastonia 


North Dakota 
President, Henry C. Desy, Northwest Clinic, Minot 


Secretary, M. Eileen McEown, 710—Ist Ave., S.E., 
Minot 
Ohio 
President, James Dryden, St. Elizabeth’s Hospital, 


Dayton 8 

Secretary, Marguerite Whipple, 1850 Kipling Drive, 
Dayton 6 

Central Ohio District: 

Chairman, Marguerite H. Christjohn, 207 E. 15th Ave., 
Columbus 1 

Northeastern Ohio District: 

Chairman, William H. Lippitt, 19120 Maple Heights 
Blvd., Maple Heights 

Northwestern Ohio District: 


Chairman, Esther Shinkie, 
perance, Michigan 


9361 Lewis Ave., Tem- 

Southwestern Ohio District: 

Chairman, Lucile Niehus, 2915 Highland Ave., Apt. 6 
Cincinnati 19 

West Central Ohio District: 


Chairman, Robert M. Cypres, 2316 Catalpa Drive, 


Dayton 6 


Oklahoma 


President, Kennett Ball, 1811 E. 11th, Okmulgee 
Secretary, Norman Britt, 510 N. Harrison, Enid 


Oregon 

President, John A. Bowers, 3876 N.E. Glisan, Portland 
13 

Secretary, Marguerite DuRette, 2946 N.E. 9th Avenue, 
Portland 

Southern Oregon District: 

Chairman, Jack Gamet, 2233 W. Harvard Ave., Rose- 
burg 

Pennsylvania 


President, Mary Elizabeth Kolb, D. T. Watson School, 


Leetsdale 1 


Secretary, Bessie D. Johnson, 2 E. Mercer Ave., Haver- 
town 


Central Pennsylvania District: 


Chairman, Russell L. Neiswender, 
Elizabethtown 


State Hospital, 

Eastern Pennsylvania District: 

Chairman, Stanley Wendkos, 5839 No. 15 St., Phila- 
delphia 41 

Western Pennsylvania District: 

Chairman, Margery Lynch, 22 
Pittsburgh 5 


N. Grandview Ave., 


Puerto Rico 
President, Mrs. Lutgarda Vega, 182 Regional St., 
Valencia, Rio Piedras 
Secretary, Haydee Acevedo, 1005 Avenue Gonzalez, Rio 
Piedras 
Rhode Island 
President, Nancy B. D’Wolf, c/o Crippled Children 
& Adults of R.L, Inc., 24 Meeting St., Providence 
Secretary, Hazel Grime, 236 Atlantic Ave., Providence 


South Carolina 
President, Mrs. Marguerite H. Hutto, Rt. 5, Box 772, 
Charleston 
Secretary, Ada Moorer, St. George 


South Dakota 
President, Lois Saxton, 2331 Evergreen Drive, Rapid 
City 
Secretary, Gwen Bailey, 2331 Evergreen Drive, Rapid 
City 
Tennessee 
President, Cecil W. Painter, 424 Croley Drive, Croley- 
wood, Nashville 
Secretary, Harriette Mueller, 207 Cherokee Road, Nash- 


ville 5 

Eastern Tennessee District: 

Chairman, William M. Hensley, 406 North Roan St 
Doctors’ Building, Johnson City 

Viddle Tennessee District: 

Chairman, Cecil W. Painter, 424 Croley Drive, Croley- 
wood, Nashville 

Western Tennessee District: 

Chairman, Aline Bletcher, 1331 Goodbar, Memphis 


Texas 

President, Irvin A. Barnett, 143 E. Mistletoe, San An- 
tonio 

Secretary, Major Barbara Robertson, M-10006 Hq. 
Army Medical Service School, Fort Sam Houston 

Central Texas District: 

Chairman, Major Olena M. Cole, AMSC, Annex IV, 
Brooke Army Hospital, Fort Sam Houston 

North Texas District: 

Chairman, June Tucker, 2178 Dalford, Fort Worth 

Southeastern Texas District: 

Chairman, Ruby Decker, University of Texas Medical 
School, Galveston 


Utah 
President, Gustav V. Hallbom, 55 Elizabeth, Salt Lake 
City 
Secretary, Notch Onishi, 934 E. 2nd South, Salt Lake 
City 2 
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Vermont West Virginia 


President, Myrtle A. Bitz, 6 E. Washington St., Rut- 
land 
Secretary, Leland F. Benger, 21 Melrose Ave., Rutland 


Virginia 
President, Charles Smith, P.T. Dept., Memorial Hos- 
pital, Danville 


Secretary, Margot Trimble, School of P-.T., 


College of Va., Richmond 19 


Medical 


Washington 
President, Mrs. Hazel G. Smith, 17317-5lst Ave. So., 
Seattle 88 
Corres. Secretary, Norma Ewan, 853 Daley, Edmonds 
Eastern Washington District: 
Chairman, Dorothy K. Jarvis, 208 W. 25th, Spokane 41 


Editor's Note 


Bec ause of recent elections and address changes rec eived atter the Chapter 


President, Joseph Manchin, Jr., 704 E. Main St., 


Clarksburg 
Secretary, Marguerite Stillman, P.O. Box 941, Morgan- 
town 


Wisconsin 
President, Mrs. Ada E. Follett, 505 Toepfer Ave., Madi- 


son 5 
Eileen Pagel, The Monroe Clinic, 921— 


Monroe 


Secretary, 
l6th Ave., 


Wyoming 


Acting President, Mrs. Marjorie Whiston, 336 W. 15th, 
( asper 


Secretary, Curtis G. Sales, Box 555, Sheridan 


Directory 


was prepared for publication in the October Review, the Directory has been repeated in this issue with 


the latest information 


The Chapter Directory will appear again in the spring of 1957. 


Publicity Material ls Needed 


There is a great need in the National office 
for “special interest” story material on physical 
therapists to enable us to fill the frequent requests 
we receive for magazine and newspaper articles 
and radio and TV scripts. In order to take ad- 
vantage of these many opportunities for pub- 
licity we must have a file literally bulging with 
story material on physical therapists. 

Your cooperation in sending us background 
material—perhaps brief outlines of one or more 
incidents in your daily professional work with 
patients or in your teaching or research—will 
make it possible for us to get more and better 
publicity. The incidents should interestingly, 
dramatically, and briefly illustrate the rewards 
and challenges in physical therapy. 


Help Replenish our Photograph File 


We appeal to each member of the APTA to 
survey your institute’s files and let us have prints 
of all photographs which can be released for 
our use. It would be very helpful, too, if you 
would check the publicity directors of the agen- 
cies in your area which use the services of physi- 
cal therapists, the National Society for Crippled 
Children and Adults, National Foundation for 


Infantile Paralysis, United Cerebral Palsy, ete.. 
and ask them whether they have any photography 
showing physical therapists in clinical, teaching, 
or research situations which we might use in our 
recruitment program. 


If the releases for some photographs which 
you think will be effective in our publicity do not 
permit their reproduction perhaps you can obtain 
permission for their use in our exhibits. 


Directory for Exceptional Children 


The second edition of the Directory for Excep- 
ceptional Children was published on October 1, 
956. The contents include lists of day and state 
schools and boarding homes for the mentally 
retarded; schools for the socially maladjusted 
and emotionally disturbed; boarding and day 
facilities for the orthopedically handicapped and 
cerebral palsied; schools for the blind, deaf, 
and speech handicapped; clinics and associations 
concerned with problems of the handicapped; 
state programs and personnel. 

The directory is edited by E. Nelson Hayes. 
Further information may be obtained from the 
publisher, Porter Sargent, 11 Beacon Street, 
Boston 8, Massachusetts. 


Proceedings of Second Congress 


All papers given at the Second Congress of the 
World Confederation for Physical Therapy will 
be bound in a single volume to be available no 
later than January 1, 1957. The Proceedings 
can be ordered from the American Physical 
Therapy Association, 1790 Broadway, New York 
19, New York, at $3.00 a copy. (For shipment 
outside the United States add 25 cents for 
postage. ) 
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Abstracts 


Editor's Note.—In the future, as a 
service to our readers, abstracts will 
carry the author's address. Please do 
not writs to the Review regarding 
reprints. Only the author can furnish 
information as to their availability. 


Mobile Home Treatment Unit 
for Rheumatism and Arthritis 


T. F. Hines, G. K. Deforest, and E. 


L. Nyman, Grace-New Haven Hos- 
pital, New Haven, Connecticut, 
Brit. J. Puys. Mep., 19: 145-147, 
July 1956 

The organizational plans for the 
Mobile Physical Therapy Home 
Treatmeny Unit in the Yale-New 


Haven Medical Center are described 


in this article. There was a need 
for such a unit for the severely 
involved patient with rheumatoid 
arthritis. The cost of long periods 


of hospitalization was usually pro- 
hibitive. Transportation for  out- 
patient treatment was impossible or 
contraindicated. On the other hand, 
simply remaining at rest at home or 
in bed was producing, in many cases, 


contractures and increasing loss of 
muscle strength. Thus, it was felt 
that a home treatment unit would 


bridge the gap between hospitaliza- 
tion and outpatient care. 

Physical therapy was provided by 
the Department of Physical Medicine 
and Rehabilitation of the Yale-New 
Haven Medical Center. Physical 
therapists were rotated from this 
department on a three months’ basis. 
With this plan it was felt that they 
could obtain better physical results 
and avoid patient-therapist depend- 
ence. It also felt that one 
physical therapist would not be sub- 
jected to the very severely involved 
patients over a long period of time 
as this can be discouraging to the 
patient as well as to the physical 
therapist. All therapy was prescribed 
by the physician of the Arthritis 
Clinic. 

The equipment for the mobile unit 
was underwritten by the Connecticut 
Chapter of the Arthritis and Rheu- 
matism Foundation. This consisted 
basically of Hydrocollator steam 
pac ks, footdrop boot, weights for pro- 
gressive resistance exercise, adjust- 
able aluminum cane and crutches, 
bed board, electric baker, cervical 


was 


and leg traction outfits. 

One of the most important parts 
of this program is that of teaching 
the patient and his family to carry 
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out the treatment on their own. 
These severely involved patients re- 
quire lengthy treatments; therefore, 
relatively few patients can be treated 
per day. 

It is felt that the results so far 
have justified the formation of the 
Mobile Home Treatment Unit. The 
treatment and the various 
ways in which this cost is met are 
discussed. Plans have been made to 
publish treatment routines in the 
future. It is believed that this plan 
can be applied equally weil to other 
severely disabling conditions such as 
poliomyelitis, cerebral palsy, multiple 
sclerosis, muscular dystrophy and 
injuries. 

(This article was published simul- 
taneously in the July issue of the 
Conn. State Med. J.) 


cost of 


severe 


Prevention of Falls in the Hemi- 
plegic Patient 
Mieczyslaw Peszezynski, Geriatrics, 
11: 306-311, July 1956 


Hemiplegic patients fall much more 
frequently than other elderly people. 
This is becoming a serious problem 
in the rehabilitation of these patients. 
There are four groups of intrinsic 
factors which may increase the fall- 
ing hazard in the hemiplegic patient: 
1) disturbances in circulation, 2) 
impairment of righting reflexes, 3) 
changes in motor function, and 4) 
sensory involvement. 

Examination of the reflexes govern- 
ing adjustment of peripheral circula- 
tory system during a change of body 
position are essential. To insure 
safety, the physical therapist should 
advise all patients to get up from 
bed gradually. They should first sit 
up and wait; then stand up, hold to 
the bed, and wait again; and, then 
only, attempt to walk. 

In the elderly hemiplegic patient, 
many postural reflexes are impaired. 
During training and in planning for 
the future this should be kept in 
mind. Such a patient easily 
control of the upright position, while 
stretching his neck as in reaching 
for something on a high shelf, or 
while turning his head sharply to 
right or left as in reaching for ob- 
jects behind him. The patient should 
be advised to arrange his living 
quarters in such a way that he does 
not have to place objects on high 
shelves or hang clothes on high 
racks. 

\ small percentage of hemiplegic 
patients lean heavily toward the af- 
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fected side. Patients must learn to 
disregard their faulty impression of 
their position in space and learn to 
lean to the good side. 

When the hemiplegic patient puts 
weight on the involved leg, he may 
not be able to relax spastic calf 
muscles and may have a tendency 
to fall backward. This may be 
avoided by external rotation of the 
involved foot or by slight trunk 
flexion. 

Many patients with flaccidity of 
the lower extremity learn to walk 
with a short leg brace. The inter- 
mittent double step gait in which 
the patient steps with the involved 
leg, then the good, and then stops, 
is used to help patients maintain 
balance. 

Clinical experience has shown that 
if someone passes close to the un- 
affected side, the more severely in- 
volved hemiplegic patient has a 
tendency to fall toward his affected 
side. Turning the head, as well as 
a lack of perception regarding the 
position of objects may cause the 
patient to fall. To avoid accidents 
the patient may be taught to step 
whenever a person is going to pass 
him, and to lean still more toward 
the good side, at the same time con- 
centrating On maintenance of steady 
balance. 

A person familiar with gait train- 
ing of severely involved hemiplegic 
patients will learn quickly, from a 
short observation of a new patient, 
the most likely why this 
particular person may fall. Gait 
training should include adequate 
preventive measures and protective 
habits to be continued when inde- 
pendence is achieved. 
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The Pathology of Ischemia of 
Skeletal Muscle in Man: A De- 
scription of the Early Changes 
in Muscles of the Extremities 
Following Damage to Major Peri- 
pheral Arteries on the Battlefield 


Robert FE. Seully and Carl W. 
Hughes, Am. J. Patu., 32: 805-830, 
July-Aug. 1956 


The early pathologic changes in 
skeletal muscle following damage to 
major arteries of limbs were studied 
in 30 soldiers, most of whom had 
sustained injuries on the Korean 
battlefields. The material consisted 
of biopsy specimens, surgically ex- 
cised necrotic muscles, and ampu- 
tated limbs. The specimens were 
obtained from 612 hours to 26 days 
after injury. 
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The pathologic lesions observed 
paralleled those described in ex- 
perimental muscle ischemia and ap- 
peared to be the logical forerunners 
of later changes reported in humans. 

Swelling of ischemic muscles fol- 
lowing restoration of circulation oc- 
curred in several cases. The nature 
and pathogenesis of this swelling was 
not evident from study of human or 
experimental data. 

After the acute phase of ischemia 
had passed, the muscles studied fell 
into one of four pathologic cate- 
gories: (1) more or less complete 
necrosis; (2) patchy, but extensive 
necrosis with inflammation and re- 
pair; (3) severe damage of fibers, 
but survival of stroma and wide- 
spread muscle regeneration; and (4) 
normal structure. 

A pale yeilow or cream color, 
probably attributable to loss of myo- 
globin, was an outstanding feature 
of several muscles in category 3 as 
well as in category 2. Therefore, 
depigmentation is not a reliable cri- 
terion of irreversible damage in is- 
chemic muscle. 

The gastrocnemius muscle fared 
better than the soleus in the great 
majority of cases of obstruction of a 
major artery of the leg. This result 
was the opposite of that reported in 
local wounds involving the imme- 
diate arteries of supply of the 
muscles. The vascular anatomical 
background for this disparity was 
not clear. Because of the difference 
in outcome of the two muscles, it 
is apparent that the condition of the 
gastrocnemius cannot be used as a 
guide to that of other muscles of 
the leg. 


Gamma Control of Dynamic 
Properties of Muscle Spindles 


Ragnar Granit and H. D. Henatsch, 
Nobel Institute for Neurophysiology, 
Karolinska Institutet, Stockholm 60, 
Sweden, J. 19: 356- 
366, July 1956 


Sensory endings in the muscle fibers 
and tendons called muscle spindles 
respond to the intensity and rate of 
stimulation. Spindle firing is begun 
by a dynamic potential recordable 
in the sensory terminals as a rapid 
depolarization which afterwards 
quickly subsides to a semistationary 


level. The present study is to de- 
termine if the gamma _ innervation 


in the tegmental portion of the brain 
stem is also capable of controlling 
the dynamic properties of the 
spindles. 


THE 


Spindle afferents were isolated in 
the S;-Lz dorsal roots of anesthetized 
cats and rabbits and were attached 
to the strain gauge myograph. The 
hindlimbs were also denervated, ex- 
cept for the nerves to the gastrocne- 
mius and soleus muscles. The teg- 
mental portion of the brain stem was 
exposed. The gastrocnemius muscle 
and tendon spindles were stimulated 
by a Goodman vibrator and the rate 
of vibration recorded. 

The results demonstrated _ that 
gamma activation by stimulation in 
the brain stem did effect the response 
of the spindles. The spindle acti- 
vated by gamma impulses responded 
to faster rates of vibration than when 
there was no gamma discharge. Less 
amplitude of the vibrating oscilla- 
tion on the spindle was also required. 
Lack of gamma activation could be 
compensated for by increased stretch 
of the muscle. 

The animal has then a means, 
gamma control from the brain stem, 
which adds to the sensitivity and 
usefulness of the sensory end organs 
to adjust to fast and slow acts and 
to coarse and delicate movements. 


Cervical Spondylosis and Com- 
pression of the Spinal Cord 


Jackson Braham and Eugene E. 
Hertzberger, Tel-Hashomer Govern- 
ment Hospital, Tel-Aviv, J. A. M. A., 
161: 1560-1563, Aug. 18, 1956 


Spondylosis of the cervical vertebrae 
may give rise to a syndrome of cord 
compression with a variety of sub- 
jective and objective neurological 
disturbances in the upper and lower 
limbs. 

Indentation of the cervical part 
of the spinal cord by protrusion of 
intervertebral disks and by osteophy- 
tic lipping produces varied neuro- 
logical symptoms directly by me- 
chanical injury and indirectly by 
effects on the movement of blood 
and cerebrospinal fluid. Diagnosis 
depends on cerebrospinal fluid man- 
ometry and myelography, for the 
symptoms may have more than one 
cause. 

In one case, the extensive pa- 
ralyses in the patient were found 
to result from amyotrophic lateral 
sclerosis in addition to osteophytes 
that had caused marked narrowing 
of the disk space at the fourth and 
fifth cervical levels. In a second 


case, gross spondylotic changes in 
the cervical region coexisted with a 
sarcoma that was blocking the canal 
completely in the thoracic region. 
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Laminectomy, with section of the 
dentate ligament, was done in six 
cases of chronic cord compression 
by cervical spondylosis. No improve- 
ment resulted in one case, and in 
two the results were hard to assess. 
But in three there was partial suc- 
cess, and two of these patients were 
relieved of symptoms and enabled to 
return to their occupations. This 
experience indicated that surgical 
treatment should be reserved for the 
patient in whom the symptoms are 
recent and rapidly progressing. 


An Outbreak of Poliomyelitis 


M. L. E. Espir, J. Dominian and 
W. Ritchie Russell, United Oxford 
Hospitals, Oxford, London, England. 
Lancet, No. 6932: 4-7, July 7, 1956 


In England the policy is to admit 
poliomyelitis cases to isolation hos- 
pitals, the basic theory being that 
this will control the spread of the 
disease throughout the community. 

During the years 1952 and 1955, a 
combined total of 118 polio patients 
were treated at the Stokes Mande- 
ville Hospital. Facilities for treat- 
ment were not specifically geared to 
polio. Patients were, at first, ob- 
served in cubicles, reserved for isola- 
tion, until the diagnosis of polio was 
established. Transference to polio 
wards was then made and patients 
were arranged according to nursing 
requirements regardless of age and 
sex. 

Of chief concern during this time 
were patients who had difficulty in 
swallowing but without respiratory 
distress; those with weakness of the 
respiratory muscles but without 
throat weakness; those with a com- 
bination of both weaknesses. Treat- 
ment included tube feeding, postural 
changes, tracheotomies; all were 
used in accordance with the severity 
of the disability. 

Hot packs and splints were not 
utilized during the acute stages. In 
lieu of this, body position was 
changed every 2 to 4 hours, at which 
time tight muscles were gently 
stretched. Foot boards and pillows 
were also used. In all cases, lying 
prone for 2 to 3 periods every 24 
hours was considered an important 
exercise for the lungs and_ the 
muscles of the lower extremities and 
trunk. 

The importance of a trained staff 
working as one unit is emphasized. 
Realization of the difficulties en- 
countered in obtaining this goal is 
also discussed. 
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Issues in Rehabilitation: Does 


Rehabilitation Pay? 


Georgia France McCoy, Department 
of Health, Education and Welfare, 
Washington, D. C. Brit. J. Pays. 
Mep., 19: 159-162, July 1956 


In finding an answer to the question 
of whether or not rehabilitation pays, 
the first issue discussed is the valid- 
ity of the problem of disability it- 
self. Is it of sufficient extent and 
gravity to demand the social and 
economic effort needed to meet it 
by positive methods? In the United 
States it has been estimated that at 
least two million handicapped per- 
sons could benefit from rehabilita- 
tion services. It is further estimated 
that a quarter of a million persons 
are added to this group each year. 
The total number actually rehabili- 
tated each year is well under 100,000, 
therefore it is clear that the yearly 
increment to the number of disabled 
is greater than the yearly decrement 
by rehabilitation and death. The 
problem of disability is, therefore, 
an accumulative one of great mag- 
nitude. The cost of public assistance 
to people dependent because of dis- 
ability is tremendous and this is not 
the total cost. It also includes the 
even greater loss of the potential 
production and service of this group 
to society, the incalculable misery 
arising from disability, lost opportu- 
nity for development of personal 
capacities, and the personal and 
private losses to the individual fami- 
lies involved. 

The second issue which arises is 
the feasibility of rehabilitation. 
Growing facts provide conclusive 
evidence that even the most severely 
handicapped can learn to use what 
remains to them. 

Is the expense 
then worthwhile? 
value are considered in 
this main question: first the 
nomic value in terms of tangible 
money returns, and second, the more 
intangible social and humanitarian 
value. Public and private agencies 
have made a number of reports on 
rehabilitation activities and their re- 
sults. Figures from many of these 
reports are listed and they prove that 
rehabilitation does pay, both for 
productive work, and for “self-care.” 

In addition to economic benefits, 
there are also the gains to the indi- 
vidual in terms of restored dignity 
and general well being, personal free- 
dom, plus the effect on the morale of 
the person’s whole family, his com- 
munity, and the general public. 
There is real psychological relief in 


of rehabilitation 
Two kind. of 
answering 
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seeing a handicapped person able to 
handle his own problems. This paper 
ends with the fact that experience is 
proving more and more that maxi- 
mum benefit from rehabilitation de- 
pends on the social support, includ- 
ing economic opportunity, that the 
community provides for those who 
have been rehabilitated. 


Environmental Support in Long- 
Term Illness 


Robert P. Smith, Massachusetts 
General Hospital, Boston, J.A.M.A., 
161: 836-839, June 30, 1956 


Chronic illness tends to promote a 
dependency on the hospital and com- 
munity requiring a real need for 
practical ways to get the patient 
back into the community. Too often 
for the chronically ill person, com- 
munity relationships become lost, 
and the patient feels no longer 
needed on the job, in the commu- 
nity, and sometimes even in the 
home. From the start special efforts 
must be made to build up a reserve 
of family and community participa- 
tion in planning for the patient's 
return to a full and useful life. 
Responsibility for the long term 
program rests on the family doctor. 
He can direct the efforts of social 
service in exploring the home en- 
vironment and keeping in close con- 
tact with the family. Other sources 
of support in the community may be 
visiting nurses associations; home 
care programs of physical and oc- 
cupational therapy; public assistance 
officials; employers; and _ fellow- 
members of clubs or other organi- 
zations. The team which helps a 
patient get away from his dependent 
role in the hospital may be likened 
to a board of directors, who supply 
him with counsel, encouragement, 
and information, but who expect the 
patient to make his own decisions. 
One should also take account of 
the tremendous untapped resources 
of the human body. Often there are 
other areas which can take over for 
an injured part. Many patients 
carry with them abilities and quali- 
ties which have never been drawn 
upon. Because no one person can 
devote al) the time and energy neces- 
sary to provide assistance for the 
dependent patient, there is need to 


call on resources in the community 
to help with this all important aspect 
in the rehabilitation of the chroni- 
cally ill. 
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Effect of Pain on Simultaneous 
Perception of Non-Painful Sen- 
sory Stimulation 


F. A. Benjamin, J. Apri. Prysio., 
8: 630-634, May 1956 


This study was undertaken to deter- 
mine whether the presence of pain 
has any effect on the threshold of 
other sensations and, if so, whether 
such an interaction might bear a re- 
lation to the pain intensity. Experi- 
mental pain was produced: a) by 
production of ischemia in the arm 
by means of a pressure cuff on the 
upper arm; b) by the pressure of a 
rubber-sleeved hemostat on the inter- 
digital skin; c) by introcutaneous 
injection of 5 per cent saline solu- 
tion. Clinical pain was studied by 
comparing dental patients with and 
without pain. 

It was found that all types of pain 
tested increased the thresholds of 
hearing, vision, vibration and of 
heat sensation. The mean threshold 
raising effect was generally propor- 
tional to the intensity of pain. The 
interference pattern was least pro- 
nounced in trained investigators, 
greater in medical students, while 
clinical patients showed it most 
markedly. 

It was concluded that the sensory 
interference in the presence of pain 
corresponds to the actual pain at 
the time of testing. However, the 
feeling of pain at the time of testing 
depends not only on the intensity of 
the painful stimulus but also in a 
negative way on the cognitive dis- 
position of the subject, i.e., his will- 
ingness and ability to concentrate on 
the test. 


The Action of Adrenaline on 
Muscle Blood Flow and Blood 


Lactate in Man 


H. Barcroft and A. F. Cobbold, 
Sherrington School of Physiology, 
St. Thomas Hospital, London, J. 
Puysiot., 132: 372-378, May 1956 


Simultaneous determinations of the 
rate of the blood flow in the forearm 
and arm and of the lactate content 
of the venous affluent blood from the 
forearm muscles were made before, 
during, and after intravenous infu- 
sions of adrenaline. 

During the infusions there was a 
large transient vasodilatation fol- 
lowed by a smaller sustained vaso- 
dilatation. After the infusions the 
blood flow decreased abruptly at 
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first and then subsided gradually to 
approach the initial level in about 
half an hour 

Muscle blood lactate did not 
change significantly during the tran- 
sient dilatation. During the 
tained vasodilatation it increased 
progressively. Following the infu- 
sion it subsided gradually, reaching 
the preinfusion level in about half 
an hour. 

These results were discussed, and 
it was suggested that the sustained 
vasodilatation may be caused in part 
by preducts of muscle carbohydrate 
metabolism. 


sus- 


Experiences With More Than 
One Thousand Elderly Surgical 
Patients 


Jean Limbosch, Schaerbeek Hospital, 
Brussels, Belgium, Arcu. Surc., 73: 
124-132, July 1956 


With the increased life expectancy, 
improvements in surgery, medica- 
tions and anesthesia, surgery for the 
elderly patient is proving more de- 
sirable and successful. 

This series covers all of the 1,136 
patients, ranging from 70 to 93 years 
of age, admitted to the general sur- 
gery wards between 1945 and 1953 
at Schaerbeek Hospital. The patients 
on the surgery service were admitted 
with a variety of problems—trauma 
and cancer totalling over 50 per cent 
of the cases. 

There were 181 operations per- 
formed. Of these 145 minor 
operations without mortality and 336 
were major operations after which 
20.5 per cent of the patients died 
within 30 days postoperatively. The 
mortality rate of the planned opera- 
tions was 16.6 per cent. This is 
higher than in the younger age group 
but net alarming. Gastrectomy for 
chronic peptic ulcers had most grati- 
fying results. Emergency operations 
were primarily abdominal surgery. 
Results in these patients could have 
been more with earlier 
diagnosis and treatment. 

The consideration of surgic al risk 
will always be greater in the elderiy 
patient. Elderly people stand shock 
and hemorrhage badly, thus 
surgical technic and anesthesia is 
essential. Pre- and postoperative 
electrolyte metabolism is important. 
Cardiovascular and pulmonary com- 
plications increase the surgical risk, 
but were less in this series than other 
studies, perhaps due to routine use 
of correct antibiotics anti- 
coagulants. 
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The results of surgery in older 
people can be successful. Early diag- 
nosis and ireatment and the preven- 
tion of postoperative complications 
are essential. 


Surgical Occlusion of Anterior 
Choroidal Arteries in Parkinson- 
ism. 


Robert W. Rand, W. Jann Brown 
and W. Eugene Stone, NEUROLOGY, 
6: 390-401, June 1956 

This 


and 


article discusses the clinical 

neuropathological observations 
of 5 patients with Parkinson’s dis- 
ease before and after the surgical 
occlusion of the anterior choroidal 
artery. 

All 5 patients were males whose 
varied from 44 to 60 years. 
had had parkinsonism for 
years with mild to severe 
rigidity and alternating tremor. 
Three patients were postencephal- 
itic, the fourth had a history of 
syphilis and the fifth had an idio- 
pathic process. 

There were 6 operations, 1 patient 
having bilateral surgery. The an- 
terior choroidal artery was exposed 
by way of a temporal osteoplastic 
craniotomy and occluded. 

In 4 patients the alternating 
tremor ceased contralaterally im- 
mediately after the occlusion but 
returned to its preoperative in- 
tensity within 2 weeks. The rigidity 
was only temporarily lessened in the 
postencephalitic cases but per- 
haps permanently in the other 2 
cases. Other than rigidity and 
tremor, the symptoms of parkin- 
sonism were not affected. Two pa- 
tients had some residual visual 
difficulty. Two patients have died 
subsequently of pneumonia. 

The disappointing clinical results 
in these 5 may be attributed 
to failure to produce the appropri- 
ate surgical lesion. More considera- 
tion of variable circulatory and “re- 
circuiting” factors is indicated. 


ages 
They 
many 


cases 


Effects of Caleium Deficiency on 
Striated Muscle of the Frog 


E. Bilbring, M. Holman and H. 
Liillmann, J. Puystow., 133: 101-117, 
July 1956 


The behavior of isolated frog’s skele- 
tal muscle in calcium-deficient me- 
dium was investigated and reported 
in this paper. 
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the to one-twen- 
normal amount led to a 

membrane potential and a 
scatter of the values meas- 
The muscle became rhyth- 

active. Lowering of both 
and K* to ene-twentieth of 
the normal amount caused a greater 
scatter both above and below the 
normal values. Spontaneous rhyth- 
mic activity began at a time when 
the mean resting potential was still 
normal. Later the membrane poten- 
tial declined. 

As a result of calcium deficiency 
the membrane potential became un- 
stable and fuctuated. Slow waves 
appeared which grew in size until 
they gave rise to action potentials. 
The appearance of the action poten- 
tial was normal, or, as the resting 
potential fell, it was preceded by a 
slow depolarization which suddenly 
deflected into the rapid rising phase 
of the spike potential. The fre- 
quency of discharge of spike po- 
tentials was related to the resting 
potential; at a high membrane po- 
tential the rate was slow, at a low 
potential the rate was fast. 

The size of the action potentials 
varied from the normal size with 
reversal of the membrane potential, 
to small spikes which reached only 
a partial depolarization. 

Within a small range of stretch a 
graded increase in tension was ac- 
companied by a graded increase in 
the rate of spike discharge and 
muscle twitches. 

The rate of activity of 
deficient striated muscle 
creased by histamine. 

External stimuli not only increased 
the rate of activity but often pro- 
duced synchronization. 


Lowering 
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slowly 
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When Physical Therapy (Shock) 


Facilitates Psychotherapy 


Lewis B. Hill and John D. Patton, 
Sheppard and Enock Pratt Hospital, 
Towson 4, Md., Am. J. Psycutar., 
113: 60-65, July 1956 


Considered functionally psychosis is 
an escape from unendurable situa- 
The nature of the illness im- 
obstacles and disabili- 
ties in the pursuit of psychothera- 
peutic The patient wishes to 
recover, but is unable to endure the 
pain and humiliation of his life 
situation. 
Psychotherapy is a 
ing The financial and 
social demands for the patient to 
return to his home, community, and 


tions. 


poses severe 


goals. 


time-consum- 
proc edure. 
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job as soon as possible pose a real 
problem. If therapy needs to be 
continued for years the patient loses 
hope, faith, and self-esteem. 

Psychotherapy is effective only in- 
sofar as there is rapport between 
some healthy ego of patient and 
therapist. There are many psychotic 
blocks that sabotage psychotherapy 
including denial of reality. ; 

Skillful psychotherapy may be 
more successful and hasten the pa- 
tient’s recovery with the additional 
treatment of physical therapies (elec- 
troshock or insulin shock therapies). 
Combined psychotherapy and shock 
therapy may break up the massive 
and destructive psychotic resistance 
so the patient and therapist can 
work together profitably. Shock 
therapy should not be used alone 
and the timing of its use is very 
important. It should be used after 
some patient-therapist rapport has 
been established, but before the 
patient and therapist lose hope. Elec- 
troshock therapy is generally used 
in the manic depressive or paranoid 
patient. These patients usually do 
not respond to psychotherapy alone 
and while some amnesia follows 
shock therapy, it is usually selective. 
Shock therapy does not make the 
patient appreciably less available for 
psychotherapy. 

Four case histories are presented 
to demonstrate the combined use 
and success of shock therapy and 
psychotherapy. 


Fractures of the Ankle: VI. 
Follow-Up Studies 


T. Baek Kristensen, Bogense, Den- 
mark, Arcu. Surc., 73: 112-121, 
July 1956 


Patients who had malleolar fractures 
were treated with the Lange-Hansen 
technic of closed reduction and im- 
mobilization. This technic is dis- 
cussed. In the present series of 
follow-up comparison, 194 adult 
male and female patients were com- 
pared with a control group of 197 
patients whose fractures had been 
treated by various other methods of 
open and closed reduction. 
Conclusion of the results were 
based on subjective report of the 
patients; clinical examination of po- 
sition range of motion and gait: and 
roentgenologic studies. The follow- 
up studies were made at least 3 
years after treatment. The subjec- 
tive result was described as “good” 
in patients reporting no pain or 
mild pain; as “medium” with mild 
to occasional severe discomfort: and 


THe PuysicaL THerapy Review 


“poor” in which pain and disability 
had interfered with previous work- 
ing capacity. The clinical examina- 
tion was rated as good if gait and 
motion were essentially normal, as 
medium or poor depending on limi- 
tation of motion and gait. The 
roentgenologic results were classed 
as good if there was only a slight 
(2mm) dorsal displacement of the 
lateral malleolus or an anterior dis- 
placement of the medial malleolus. 
More than 2mm. displacement was 
classified as medium or poor. Also 
if there were any displacement of 
the talus the result or x ray was con- 
sidered poor. 

In general the Lange-Hansen 
method of reduction proved success- 
ful. For example. in 77 cases with 
poor position before reduction, in- 
cluding displacement of the talus, 
58 had good reduction, 11 medium, 
and 8 poor with the Lange-Hansen 


Book Reviews .. . 


Artificial Limbs. Review of Cur- 
rent Developments. Volume 2: 
Number 3. By Advisory Committee 
on Artificial Limbs, National Re- 
search Council. Edited by Bryson 
Fleer, A. Bennett Wilson, Jr. and 
F. S. Strong, Jr. Contributing 
authors are Craig L. Taylor, Ph.D., 
Professor of Engineering, University 
of California, Los Angeles; John 
Lyman, Assistant Professor of En- 
gineering, University of California, 
Los Angeles: Robert J. Pursley, Lt., 
USA (MSC), Chief, Research Limb 
Section, Army Prosthetics Research 
Laboratory, Walter Reed Army 
Vedical Center, Washington, D. C. 
Paper. No charge. Pp. 70; illus. 
National Academy of Science, Wash- 
ington, D. C. Sept. 1955. 


The three authors are emininent in 
the field of prosthetics and have con- 
tributed previously to the literature ; 
two detailed articles by Dr. Taylor 
appearing in the book, Human Limbs 
and Their Substitutes. 

Artificial Limbs is a magazine-type 
publication issued three times a 
year; in January, May, and Septem- 
ber. It prevides a concise review of 
current developments in prosthetics. 

The articles included in this issue 
are all concerned with control and 
harnessing problems and how they 
are best solved at present. All of 
the articles keep in view the goal of 
producing a prosthesis that will 
enable each amputee to function to 
his maximum. The authors state that 
no matter how much improvement 
may be made in the future in re- 
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technic. Other methods of reducing 
76 severe fractures yielded 15 good, 
23 medium, and 38 poor reductions. 
\ similar comparison was evident 
on follow-up. 

Clinically and subjectively the 
follow-up results were favorable to 
the new method of treatment, espe- 
cially in the more severe fractures. 
In the patients who had poor pre-re- 
duction fractures, 70 per cent 
showed good subjective and clinical 
results while 42 per cent had good 
results in the control series. 


Abstractors for November 


Again we wish to express our ap- 
preciation for those who have as- 
sisted in the preparation of abstracts 
during the past months and to Jean 
Cuthbertson and Margot Trimble for 
their contributions to this issue of 
the Review. 


gard to upper extremity prostheses, 
the actual use the amputee can make 
of his prosthesis will always depend 
upon how well the fitter has adapted 
the component parts available to the 
patient’s structure, temperament, and 
abilities. 

The section on “Biomechanics of 
Control in Upper Extremity Pros- 
theses” gives a description of sur- 
face landmarks, how measurements 
are made, functional and descriptive 
anatomy, and the mechanics of joint 
motion as well as the functional role 
of the various types of sockets. 

The article on “Harness Patterns 
for Upper-Extremity Prostheses” 
contains the clearest explanation of 
the whys and wherefores of harness- 
ing that I have encountered. The 
drawings are easily understood and 
well marked. There is a section on 
harnessing for women patients, upon 
which little has been written pre- 
viously, and a good harness refer- 
ence chart which includes the ad- 
vantages and disadvantages of each 
type of harness. 

The last article concerns case 
studies of harnessing for extreme 
arm amputation cases and shows 
what it is possible to accomplish in 
these instances. 

All of the information has been 
arranged logically for easy reference, 
and much thought has been given to 
making the articles as readable and 
understandable as possible. 

Similar information has been pre- 
sented before, notably in the Manual 
of Upper Extremity Prosthetics, 
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compiled by the Artificial Limbs 
Project at the University of Cali- 
fornia, Los Angeles, and in Human 
Limbs and Their Substitutes pre- 
pared under the sponsorship of the 
Advisory Committee on Artificial 
Limbs of the National Research 
Council. These sources, however, are 
very detailed, whereas this magazine 
gives a good concise explanation of 
control and harnessing, making it 
an excellent manual for doctors, 
therapists, prosthetists, and ampu- 
tees themselves. The article on “Har- 
ness Patterns for Upper-Extremity 
Prostheses” is outstanding because 
of the manner in which the author 
has drawn together the relationship 
of amputee, control system, and 
harness. 


Cerebral Palsy. Advances in Un- 
derstanding and Care. By Viola F. 
Cardwell, M. A. Cloth; price $5.00. 
Pp. 609; illus. Association For The 
Aid of Crippled Children, New York 
1956. 


The author of this detailed approach 
to the problems of cerebral palsy is 
familiar to many of those interested 
in this field through her excellent 
book on The Cerebral Palsied Child 
and His Care in the Home. in her 
new book, Mrs. Cardwell gives to her 
readers a more expanded picture of 
the many facets which must be 
tapped in order to cope realistically, 
intelligently, and humanely with the 
problems of the patient, his family, 
and the community. She portrays 
vividly the necessity for the team ap- 
proach which includes physicians, 
therapists, psychiatrists, psycholo- 
gists, educators, social workers, vo- 
cational rehabilitation counselors, 
lay groups, and consultants of na- 
tional organizations. Over a _ thou- 
sand references, carefully categor- 
ized under specific approaches to the 
problem, direct the reader's atten- 
tion to the vast amount of study and 
research which is going on in this 
field, for so long a stepchild. 

In the first part of the book the 
medical background of cerebral 
palsy is presented together with a 
frank portrayal of the controversies 
which are in evidence today. Many 
excellent plates are included in the 
section on the central nervous sys- 
tem. There is also an exceptionally 
good chapter on diagnosis. The im- 
portance of early recognition of 
signs and symptoms is stressed not 
only in this chapter but throughout 
the book. The author emphasizes 
that all professional and lay people 
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in a community should be alert for 
signs and symptoms of cerebral 
palsy, especially in the very young. 
In the chapter on “Case Finding” it 
is reported that many surveys on the 
incidence of this condition show a 
surprisingly small number of cases 
reported in the age group under five. 
This emphasizes the need for 
greater effort to be made in locating 
particularly the infant with cerebral 
palsy in order that habilitation may 
be started before bad motor patterns, 
contractures, and other manifesta- 
tions of abnormality are firmly es- 
tablished. A very follow-up 
program is suggested for “vulner- 
able” infants, i.e., those whose birth 
records and histories indicate proba- 
bility of involvement. 


good 


The second part of the book deals 
with total habilitation and should be 
read by every professional person 
dealing with cerebral palsied per- 
sons. Here the author gives not a 
specific treatment approach but 
rather a deeper understanding of the 
contributions of the patient, parents, 
professional team, and lay workers 
and the importance of correlating 
and integrating the knowledge and 
findings of each in total planning for 
the handicapped person. Physical 
therapists especially will appreciate 
the section on developing balance 
which is described under “Pre-skill 
Training.” The occupational thera- 
pists and speech therapists will find 
many helpful suggestions in the ma- 
terial devoted to their respective 
interests. 

Later on, the findings of psycho- 
logical surveys, recorded in graphs, 
give a more realistic conception, 
than has been presented in the past, 
of the problems which must be faced 
in the field of cerebral palsy. An 
idea which merits comment is that 
every department in a cerebral palsy 
unit should have a special record 
for each child which would state his 
current weaknesses—physical, men- 
tal and/or emotional, what can and 
cannot be expected of him at the 
present, and the points at which help 
is needed. To be useful such a 
record must be kept up to date. 

In part three the community's 
responsibility is stressed. The most 
recent reports on the estimated num- 
ber of cerebral palsied cases in the 
United States, which vary from 
175,000 to 550,000, are well worth 
studying. With these figures in 
mind, the part the community can 
play in the total picture of habili- 
tation, including vocational prob- 
lems, is discussed at length. This 
wider viewpoint is often overlooked 
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by the devoted worker who may be- 
come so absorbed in his own field 
that he forgets he is dealing with 
a person of many facets. 

In conclusion, the total approach 
to the problem of cerebral palsy as 
described in Mrs. Cardwell’s book is 
so idealistic that it would be almost 
impossible to achieve because of 
limitations of time, finances, and 
trained personnel, as she herself 
recognizes. Nevertheless, the author 
has brought to the literature another 
excellent book which should be a 
part of the library of every person 
working with the cerebral palsied. 


Annual Review of Physiology. 
Volume 18. By Victor E. Hall, Edi- 
tor, University of California at Los 
Angeles; Frederick A. Fuhrman, As- 
sociate Editor, Stanford University; 
and Arthur C. Giese, Associate Edi- 
tor, Stanford University. Cloth; 
price $7.00. Pp. 591; illus. Annual 
Reviews, Inc., Stanford, California, 
1956. 

The eighteenth volume of the 
Annual Review of Physiology was 
planned during the International 
Physiology Congress at Montreal 
and is truly international! in scope. 
Of the 22 articles in this volume, 
fully half from outside the 
North American continent. The edi- 
tors have attracted top level people 
from abroad for these reviews and 
the result is a volume that not only 
covers the literature extremely well, 
but often focuses attention on mate- 
rial that is not generally well known 
in this country. 


come 


Of particular importance for the 
field of physical therapy is the re- 
view on muscle by Feigen of Stan- 
ford, California. This reviewer has 
deviated somewhat from the usual 
pattern of trying to include as many 
papers as possible. Instead he has 
written a review of basic 
muscle physiology which is good in 
content and makes interesting read- 
ing. There is a series of five reviews 
on the different functions of the 
nervous system written by English, 
French, Belgian, Canadian, and 
American authors. There is also a 
very excellent review on the physi- 
ology of the heart by Schaeffer of 
Germany. 


selective 


As in previous volumes of this 
series, there is a prefatory chapter 
written by an “elder statesman” of 
physiology, which this year has been 
done by Dr. Houssay of Argentina. 
The field of physiology is indebted 


, 
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to Dr. Houssay not only for work 
of such caliber that it has been 
awarded the Nobel Prize, but also 
for the inspiration of his uncom- 
promising stand for freedom of re- 
search and academic teaching, under 
circumstances that most of us can 
hardly imagine. Dr. Houssay writes 
about the development of research 
and medical school teaching in Ar- 
gentina. When he says that “Physi- 
ology is the main foundation of mod- 
ern medicine, because knowledge of 
normal function is a necessary basis 
for the understanding and control of 
functional disturbances caused by 
disease” he mentions a basic truth 
that holds for every branch of medi- 
cine including our own. 


How We Do It Game Book. 
Edited by Eleanor Parker King. 
Paper, loose-leaj; price $2.50; illus. 
American Association for Health, 
Physical Education, and Recreation, 
Washington, D. C. 1956. 


This compilation of games has been 
made from the many previously 
described in the “How We Do It” 
column of the Journal of the Ameri- 
can Association of Health, Physical 
Education, and Recreation. It brings 
together a varied selection of games, 
some of which are new and others 
which are conventional, well known 
games adapted for smaller space or 
smaller numbers of players. Al- 
though this material is presented 
for general use, it provides an ex- 
cellent selection of games which 
can readily be adapted for use with 
handicapped groups. It should be a 
useful book for anyone who uses 
games in a rehabilitation program 
either for children or adults. 

This is an inexpensive book, in 
loose-leaf format. Additional games 
in the same format will be published 
from time to time by the Journal 
of the American Association of 


Tue PuysicaL THerapy Review 


Health, Physical Education, 
Recreation. 


and 


Readings In Disaster Planning 
For Hospitals. By Committee on 
Disaster Planning. Paper; price 
$.75. Pp. 90; illus. The American 


Hospital Association, Chicago 1956. 


A collection of articles which covers 
factually and in detail the prepared- 
ness or lack of preparedness and the 
lessons learned by hospitals and 
communities in eleven separate ma- 
jor disasters. 

Not only is it instructive and 
holds one’s interest throughout the 
pook, but it should be required 
reading for all persons from high 
school age on. The reader becomes 
increasingly aware that the burden 
of a disaster does not rest alone on 
the medical profession and the hos- 
pital, but can engulf the entire 
community and adjacent communi- 
ties. 

It is also emphasized that the size 
of an institution or community and 
the existing facilities will have no 
bearing on the role it may be called 
upon to play in a disaster. 

This is really a prologue to The 
Principles of Disaster Planning For 
Hospitals and should be read first. 


Principles of Disaster Planning 
For Hospitals. By Committee on 


Disaster Planning. Paper; price 
$1.50. Pp. 23. The American Hos- 


pital Association, Chicago, 1956. 


The introduction in this pamphlet 
is its own review: as stated 
an outline of the general principles 
of hospital disaster planning which 
will serve as a guide and checklist 
to be used in developing its specific 
plan.” 

The outline is elaborated from 
six headings (1) Steps To Take To 
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Hospital for Com- 
Disasters, (2) The Disaster 
Plan, (3) Evacuation, (4) Expan- 
sion, (5) General Considerations, 
and (6) Community Planning. 


Prepare the 


munity 


The reviews here published have 
been prepared by competent au- 
thorities and do not represent the 
opinions of the American Physical 
Therapy Association. 


Cancer can’t strike me, 
I’m hiding. 


Cancer? 


The American Cancer 
Society says that too 
many people die of it, 
NEEDLESSLY ! That’s why 
I have an annual medical 
checkup however well I 
feel. I know the seven 
danger signals. And 
when I want sound 
information, I get it 
from my Unit of the 
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Our Book Reviewers for November 


Edna M. Blumenthal, Director of Rehabilitation, 
North Carolina Cerebral Palsy Hospital, Durham, North 


Carolina. 


H. D. Bowman, M.D., Professor of Physical Medi- 


cine, University of Wisconsin, Madison: Editor, Journal 


of Physical Medicine, Baltimore. 


Louise D. Christman, Major, AMSC, Chief, Physi- 


ington, D.C. 


cal Therapy Section, Walter Reed Army Hospital, Wash- 


Constance Green, Director of Physical Therapy, 
Bouvé-Boston School, Medford, Massachusetts. 


Helen M. Mendler, Capt., AMSC, Physical Thera- 
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What's New ...... 


180. Heat Mitts 


Winco Heat Mitts are equipped with precision 


set dual thermostats to prevent overheating. 
The manufacturer states they are approved by 
Underwriters’ Laboratories and may be plugged 
into any electric outlet. The Mitts provide a 
steady, dry heat and sanitary inner mitts are 


supplied. Winco Affiliates. Inc. 


181. Aluminum Tub Seat 


Komfort-Sitz, aluminum tub seat, provides addi- 
tional elevation and comfort to those who cannot 
or prefer not to sit flat in a bathtub, the manu- 
facturer states. It may also be used in a tank, 
pool, or whirlpool. Over-all height, 6%4 inches; 
Rubber 
Will-Mark Manu- 


width, 15 inches; length, 16 inches. 
bumpers protect tub surfaces. 
facturing Company. 
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For more information on items 
write to The Physical Therapy 
Review, 1790 Broadway, New 
York 19, N. Y. 


New items which may be of in- 
terest to physical therapists will be 
these pages 
month. The accompanying explana- 


mentioned in each 
tions are made by the manufacturers 
and have not been investigated by 
the Physical Therapy Review. 


182. 


Stocking-Aid 


Stocking-Aid, a new device for putting on stock- 
ings and pulling them up into place, has been espe- 
cially designed to help those who are unable to 
bring their feet into contact with their hands. 
The “Stocking-Aid” is particularly useful to 
women for pulling on nylon hose with no danger 
of tearing or snagging. According to the inven- 
tor, patients can familiarize themselves with its 
simple operation in a very short period of time. 
A complete set of instructions comes with the 
“Stocking-Aid.” Fascole Corp. 
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183. Vibra-Shower 


Vibra-Shower is a new kind of shower-head 
with vibratory action, said by the manufacturer 
to massage away tension, tiredness, and nervous 
fatigue. The new therapeutic head changes the 
water's course from a straight flow to high speed 
jets. 

Vibra-Shower can be easily and quickly in- 
stalled by anyone on any regular. standard size 
shower arm. It is guaranteed by the manufac- 
turer and comes gift-boxed with complete instruc- 
tions. Reglar Co. 


Encourage Independence 


with X- TEND 
Longhandled Toothbrush 


An invaluable health device, one of several we 
have designed specifically for the physically disabled 
with limited range of motion in arms, shoulders, or 
hands. 16” long, with varied connection to set tooth- 
brush at 45° or 90° angle, as desired. Made of 
tubular aluminum, with safti-grip handle and spe- 
cial replaceable toothbrush. Complete prepaid in 
U. S. $1.95 each 
DISCOUNTS to Recognized Hospitals and Institutions 
One of many items DESIGNED for the Physically 
Disabled, shown in our catalogue offered below. 


FASCOLE CORPORATION 


Shopping Center for the Physically Disabled 
229 Fourth Avenue, New York 5, N.Y. 


FREE NEW CATALOGUE “A New Shopping Center for the 
Physically Disabled” offers a complete line of intimote, 
personal items and self-help devices for a dis- 
abled, and recuperating persons. WRITE ON YOUR 
LETTERHEAD NOW. 


Custom Made 


CEREBRAL PALSY 


CONTROL BRACES 


BY THE 


Cc 0 DENISON 
ORTHOPAEDIC APPLIANCE CORP. 
(Ortho. Appl. Atlas—Pages 521-535) 


To Obtain 
DENISON’S C. P. BRACES 
Ask Your Local Orthopaedic 
Appliance Representative 


In areas where Representatives 
are not available, please 
contact us direct 


TRAINING AIDS CATALOGUE 
available on request. 


220 West 28th Street 
Baltimore 11, Maryland 
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Index to Current Literature 
(continued from p. 766) 


PoLIoMYELITIS 


Considerations of Special Interest to the Allergist on 
the Composition and Production of Poliomyelitis Vac- 
cine. M. Z. Bierly, Ann. Allergy, 14: 349-359, July- 
Aug., 1956 

Prevention of Respiratory Complications in the Trach- 
eotomized Poliomyelitis Patient. George G. Caudill, 
J. lowa M. Soc., 46: 290-293, June 1956 

Rehabilitation Following Poliomyelitis: II. Personality 
Changes and Readjustments. W. Wellman and G. H. 
Grant, Canad. M. A. J., 75: 116-120, July 15, 1956 

Respirator Patients Can Go Home Again. M. W. Mori- 
arty, C. A. Ardern and R. A. Bell, Hospitals, 30: 76, 
Aug. 1, 1956 


PSYCHOLOGY AND PSYCHIATRY 


Aging and Intelligence. Irving Lorge, J. Chron. Dis., 


4: 131-139, August 1956 
REHABILITATION 


Rehabilitation of the Handicapped Child. Jerome S. 
Tobis, New York State J. Med., 56: 2354-2360, Aug. 
1, 1956 

Characteristics of Long-Term Patients. D. E. Krueger 
and D. W. Roberts, Hospitals, 30: 47, Aug. 1, 1956 

Newer Concepts in Chronic Diseases. Lester Breslow, 
J.A.M.A. 161: 1364-1367, Aug. 4, 1956 

Medical Rehabilitation. 

Chron. Dis., 4: 164-169, August 


Principles and Techniques of 
Jerome S. Tobis, J. 
1956 

Basic Medical Principles in the Treatment of the Chron- 
ically Ill Patient. Karl Harpuder, J. Chron. Dis., 4: 
170-176, August 1956 


Rehabilitation: A New Challenge. F. R. Power and 
T. G. Reed, West Virginia M. J., 52: 238-240, August 
1956 


Home Management for the Disabled. Joan R. Hossack, 
Am. J. Occup. Therapy, 10: 143-146, July-Aug., 1956 


RESEARCH 


The Six U nities in Medical Research. Errett C. Albritton, 
J.A.M.A., 161: 328-333, May 26, 1956 


RESPIRATION 


The Aging Lung. Dickinson W. Richards, Bull. N. Y. 
Acad. Med., 32: 407-417, June 1956 

Glossopharyngeal Breathing As An Aid to Recovery from 
Paralytic Poliomyelitis. William D. Loeser, Am. J 
Med. Sci., 231: 487-493, May 1956 

Veasurements of the Unilateral Residual Volume. A. A. 
Siebens, M. M. Newman, R. E. Smith, and L. H. 
Vaughan, J. Thoracic Surgery, 31: 569-579, May 1956 

A Manual Method of Artificial Respiration for the Si- 
multaneous Resuscitation of Two Victims. A. L. Ben- 
net, etal, J. App. Physiol., 8: 603-607, May, 1956 

Vechanics otf Glossopharyngeal Breathing. el R. Col- 
lier, C. W. Dail and J. E. Affeldt, J. Appl. Physiol., 
8: 580-584, May 1956 


The Pulmonary Diffusing Capacity; A Comparison of 

Methods of Measurment and a Study of the Effect 
D. V. Bates and J. F. Pearce, J. 
232-238, April 1956 


of Body Position. 
Physiol., 132: 
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Regulation of Respiration During Muscular Activity. 
F. F. Kao, Am. J. Physiol., 185: 152-158, April 1956 

The Application of Respiratory Physiology to Thera- 
peutic Procedures in Pulmonary Emphysema. Alvan 
L. Barach, J. Chron. Dis., 3: 398-447, April 1956 

The Halj-Second Expiratory Capacity Test: A Conven- 
ient Means of Evaluating the Nature and Extent o} 


Pulmonary Ventilatory Insufficiency. W. F. Miller, 
R. L. Johnson and N. Wu, Dis. Chest, 30: 33-42, 


July 1956 
Traumatic INJURIES 


Flexor Tendon Injuries. D. C. Robertson, Canad. M. A. 


J., 75: 101-104, July 15, 1956 
Pitfalls in the Treatment of Athletic Injuries. T. H. 
Coffey, New York State J. Med., 56: 2377-2382, 


Aug. 1, 1956 

Vedicolegal Aspects of Head Injuries. Wallace B. 
Hamby, New York State S. Med., 56: 1253-1254, April 
15, 1956 

Unusual Farm Machinery Injuries. C. S. Hatch and R. 
M. Jones, Am. J. Surg., 91: 501-508, April 1956 

TUBERCULOSIS 

Vanagement of the Postresection Space in Tuberculosis. 
John W. Bell, J. Thoracic Surgery, 31: 580-592, May 
1956 

The Surgery of Pulmonary Tuberculosis. J. L. Robinson, 
J. C. Jones, B. W. Meyer, and F. S. Reding, Am. Rev. 
Tuberc., 73: 690-703, May 1956 

Tuberculous Meningitis in Children. Gladys Boyd, Am. 
J. Dis. Child., 91: 477-484, May 1956 


ULTRAVIOLET 


Protection of the Skin Against the Harmful Effects o} 
Sunlight. Norman B. Kanof, Arch. Dermat., 74: 46- 
49. July 1956 


MISCELLANEOUS 


Vuscle Tension Headache. Bernard D. Judovich, Penn- 
sylvania M. J., 59: 901-904, August 1956 

Coxsackie Viruses and “Virus-like” Diseases of the 
{dult. E. D. Kilbourne and M. Goldfield, Am. J. Med., 
21: 175-183, August 1956 

Experimental Studies of Reconstruction of the Neuro- 
genic Bladder. W. C. Shoemaker and D. M. Long, 


J. Urology, 76: 150-161, August 1956 
Heritable Disorders of Connective Tissue: VII. The 
Hurler Syndrome. Victor A. McKusick, J. Chron. 


Dis., 3: 360-389, April 1956 

The Effect of Compression on the Growth of Epiphyseal 
Bone. L. J. Strobino, et al., Surg., Gynec., & Obst., 
103: 85-93, July 1956 

The Role of Weight Training in a Neuropsychiatric 
Hospital. P. J. Rasch and R. V. Freeman, Brit. J. 
Phys. Med., 19: 153-158, July 1956 

Metabolic Cost of Shivering. S. M. Horvath, etal., J. 
Appl. Physiol., 8: 595-602, May 1956 

Site of Initiation of Impulses in Pacinian Corpuscles. 
J. Diamond, J. A. Gray and M. Sato, J. Physiol., 
133: 54-67, July 1956 

Current Therapy of Tetanus. H. W. Hale and J. F. 
Weiksnar, Am. J. Surg., 91: 461-464, April 1956 

Research in Atherosclerosis. Frederick J. Store, J. Am. 
Dietet. A., 32: 309-311, April 1956 
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Classified WANT-ADS 


Wanted MALE physical therapist for a 400-bed general 
hospital. Salary good; 40-hour week; 3 weeks’ vaca- 
tion; 2 weeks’ sick leave. Contact Dominic A. Donio, 
M.D., Director of Physical Medicine and Rehabilita- 
tion, St. Luke’s Hospital, Bethlehem, Pa. 


IOWA’S LARGEST PRIVATE HOSPITAL now plan- 
ning expansion of facilities needs qualified physical ther- 
apist. Institution includes 100-bed Raymond Blank 
Memorial Hospital for Children. Post-polio cases, in- 
and outpatient work. Competent professional staff and 
assistants, excellent working relationships. Apply An- 
thony D. Damiani, Personnel Director, Iowa Methodist 
Hospital, Des Moines, Iowa. 


QUALIFIED PHYSICAL THERAPISTS for immediate 
placement in established Crippled Children’s Hospital 
and rapidly growing comprehensive Rehabilitation Cen- 
ter treating wide variety of patients. Well equipped 
therapy department with pools and adequate space. 
Employee benefits. Maintenance if desired. Write: Jack 
E. Pearson, Morris Memorial Hospital and Rehabilita- 
tion Center, Milton, West Virginia. 


IMMEDIATE PLACEMENT: Physical therapist with 
nursing background for county Physically Handicapped 
Persons Dept., 35-hr. week, pension plan, paid vac., 
accumulative sick leave, no uniform required. For 
further info. contact Broome County Physically Handi- 
capped Persons Dept., County Office Bldg., Binghamton, 


WANTED: ASSISTANT physical therapist for 250-bed 
general hospital in resort city. For details write Director, 
James Walker Memorial Hospital, Wilmington, North 
Carolina. 


CHIEF PHYSICAL THERAPIST: for modern hospital 
located on Chicago’s northshore near parks and beaches. 
To head newly equipped expanding department. Excel- 
lent starting salary; liberal employee benefits including 
one month's vacation and free Blue Cross. For more 
information, contact Personnel Director, Louis A. Weiss 
Memorial ‘lospital, 4646 Marine Drive, Chicago, Illinois. 


PHYSICAL THERAPIST needed for full time work in 
new well equipped office of two orthopedic surgeons. 
Located in one of Chicago’s beautiful North Shore 
suburbs. Excellent starting salary, 38 hour week, paid 
vacation. Write Dr. Louis Scheman, 695 Roger Wil- 
liams Avenue, Highland Park, Illinois. 


WANTED: Physical therapist for suburban Philadelphia 
public health nursing agency to give consultant services 
to staff of 25 nurses and direct services to homebound 
patients. Salary dependent upon experience. Social 
Security, retirement, 40-hour 5-day week. Liberal per- 
sonnel policies. Position open now. Apply Executive 


Director, Community Nursing Service, Delaware County, 
60 S. Lansdowne Ave., Lansdowne, Pa. 


REHABILITATION SERVICES, INC., 200 Court Street, 
Binghamton, New York, will have staff physical thera- 
pist position available after Sept. 3, 1956. Modern 
facilities, outpatient service, established personnel 
policies, with salary dependent on qualifications. In- 
quire: Ward A. Merrell, Administrator, Rehabilitation 
Services, Inc. 


Physical Therapist, STAFF POSITION, male or fe- 
male. Salary commensurate with experience. Five-day 
week, liberal vacation, holiday and sick leave. Social 
Security. Apply Personnel Director, Crotched Mountain 
Rehabilitation Center for Children, Greenfield, N.H. 


PHYSICAL THERAPISTS. Unusual opportunity for 
creative work in 1,172-bed general teaching hospital. 
Civil Service Classification and benefits. Starting salary 
$3,600-$4,500, depending on experience. Write: Dr. 
Josephine J. Buchanan, Chief, Dept. of Physical Medi- 
cine, D. C. Gen. Hosp., Washington, D. C. 


OPENING in CEREBRAL 
air-conditioned building. Very good salary and liberal 
personnel policies. Experience in cerebral palsy desir- 
able. Write: Mrs. A. M. Inman, Director, 1601 Gatewood 
Ave., Greensboro, N. C. 


PALSY SCHOOL in new 


PHYSICAL THERAPISTS (staff or administrative) in- 
terested in working in New York State contact Mr. 
Jay Schleichkorn, Director of Clinical Services, United 
Cerebral Palsy Associations of N. Y. S., 1475 Broadway, 
New York City 36. 


WANTED: Physical Therapist for Anna Hadley Hakes 

Memorial Clinic at 71 Spencer St., Winsted, Connecticut. 

This is a private clinic with hospital connections. 
(continued on next page) 


Classified WANT-ADS 


RATES 


The rate per insertion is $1.00 per line. Typewrite 
your advertisement carefully and count 50 charac- 
ters and spaces per line 

ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association. 

Closing date for copy and cancellations is two 
months preceding publication date. 

Institutions or physical therapists who do not 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines: 

Address replies to care of 
The Physical La of Review, 1790 Broad- 
way, New York 19, N. Y. 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication. 
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Classified WANT-ADS 


POSITIONS AVAILABLE DALLAS: Expanding phys- 
ical therapy department treating in- and outpatients in- 
cluding general, rehabilitation, orthopedic and neuro- 
surgical cases. Excellent working facilities, air condition- 
ing, new equipment. Under direction of physiatrist. 
Higher salary for experienced physical therapist. Op- 
portunity for working with student program. Must be 
graduate of approved school. Contact Mr. Jack C. Hays, 
Chief Physical Therapist, Baylor University Hospital, 
3500 Gaston Avenue, Dallas 10, Texas. 


PHYSICAL THERAPIST: Expanding department in 
medical school-teaching hospital. General work with in- 
and outpatients. Salary commensurate with training and 
experience. Annual paid vacation, holidays, and sick 
leave. Experience not necessary. Write Edith M. Vail, 
Phys. Ther. Dept., N. C. Baptist Hospital, Bowman Gray 
School of Medicine, Winston Salem, N. C. 


PT CONSULTANT wanted for staff of Illinois Associa- 
tion for the Crippled. Experience required in PT tech- 
niques, knowledge of public relations and community 
relationships would be helpful. Must have car, and be 
willing to travel throughout the state of Illinois. Contact: 
Mrs. Elizabeth L. Jameson, Program Consultant, Llinois 
Association for the Crippled, 2325 South llth Ave., 
Broadview, Illinois. 


QUALIFIED PHYSICAL THERAPIST: Experienced in 
rehabilitation technics to give treatment and instruct 
home bound patients; to teach and supervise visiting 
nurses in appropriate procedures. New position. Salary 
commensurate with experience, regular increases. Gen- 
erous paid vacation, sick leave, legal holidays, 40-hour 
week, group hospitalization, retirement benefits. Write 
Anna C. Gring, Executive Director, Vistting Nurse Asso- 
ciation, 87 Washington Avenue, Bridgeport 6, Connec- 
tieut. 


KANKAKEE, ILLINOIS: Wanted a qualified PT with 
some experience, for newly established outpatient pro- 
gram. Excellent salary, liberal personnel benefits. Case 
load varied physical disabilities, children and adults. 
Contact: Mrs. Elizabeth L. Jameson, Program Con- 
sultant, Illinois Assn. for the Crippled, 2325 South 
llth Ave., Broadview, Illinois. 


POSITIONS AVAILABLE for qualified physical thera- 
pists for active rehabilitation department in modern 
500-bed, chronic disease hospital. Salary open. Four 
weeks’ vacation. Sick benefits. Lunches. Apply Superin- 
tendent, St. Barnabas Hospital, New York 57, N. Y. 


WANTED: TWO PHYSICAL THERAPISTS, 40-hr. wk. 


Liberal personnel policies. Salary open. Wonderful loca- 


tion and climate in Rocky Mountain Area. Fully ap- 
proved general hospital. Apply Manager, Memorial 


Hospital, Cheyenne, Wyoming. 


AURORA, ILLINOIS: Qualified PT wanted for ex- 
panding rehab. program. No experience necessary; fe- 
male preferred. Generous personnel benefits, interesting 


ease load, physical disabilities, children and adults. 
Contact: Mr. Sam Alschueler, 32 Water St., Aurora, 
Illinois. 

NEEDED: STAFF physical therapists for approved 


hospital and clinics. Varied referrals by qualified staff. 
Forty-hr. week and liberal personnel policies. Salary 
range $345 to $435. California licensure required. 
WRITE: Elizabeth W. Thomson or Administrator, Kaiser 
Foundation Hospital, Fontana, California. 


WANTED: QUALIFIED physical therapist to work 
with cerebral paisied children. Only outpatients treated. 
Preschool and public school at Center. Work under 
direction of experienced orthopedic surgeon. Near 
Houston and Galveston medical centers. Good salary 
and other benefits. Write: Leon Legler, Chm. Exec. 
Comm., Baytown Society for Crippled Children, 1209 
Morris, Baytown, Texas. 


VISITING NURSE ASSOCIATION needs fifth physical 
therapist. All types of cases. Guidance under senior 
therapist. Write: Emma Kuehlthau, Executive Director, 
Visiting Nurse Association, 1234 N. Prospect Avenue, 
Milwaukee 2, Wisconsin. 


PHYSICAL THERAPIST female for orthopedic sur- 
geon’s office in Los Angeles. Forty-hr. week. Good sal- 
ary with regular increases and paid vacations; annual 
bonuses. Write to Dr. M. A. Levine, 6317 Wilshire 
Blvd., Los Angeles 48, Calif. 


NOW AVAILABLE 
PHYSICAL THERAPY REVIEW 
INDEX 


VOLUMES 20-34 COVERING THE YEARS 1940-1954 
One dollar 
WRITE FOR YOUR COPY ENCLOSING CHECK OR MONEY ORDER TO THE 


AMERICAN PHYSICAL THERAPY ASSOCIATION 


1790 Broadway, New York 19, New York 
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accurate 
localization 

for 
dependable 
heating 


The BURDICK MW-1 
Microwave Diathermy 


The multiple controls of the BURDICK MW-1 
Microwave Diathermy assure precise focusing 


of its high frequency micro-radiation, 


Simple “floating-arm” positioning, continuous 
power control, automatic timer and director 
flexibility give efficient control for deep tissue 


heating. 


This precise focusing brings a rise in tempera- 
ture up to 106° F. two inches deep in muscle 


tissue to increase blood flow and relieve painful 


inflammatory lesions. 


Write for com plete descriptive literature. 


MILTON, WISCONSIN 
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MICROWAVE DIATHERMY 


SHORTWAVE DIATHERMY 


Check these major advantages of 
Raytheon MICROTHERM® Microwave Diathermy 


PRECISE HEATING, precisely con- 
trolled—areas as small as the eye, 
as large as the back, treated in 
exact patterns. 


DEEPER HEAT PENETRATION, with 
minimum surface heat—as high as 
106.27° F. at two inches; subcuta- 


> 


MORE EFFICIENT ABSORPTION of 
energy — far faster than shortwave 
energy. Result: more thorough, effi- 
cient therapy. 


200% through a local area; 100% 


FASTER, GREATER INCREASES in 
blood circulation—on the order of 


through an entire extremity. 


neous tissue only 1° to 2° higher. 


FOR COMPLETE FACTS on the 11 major ad- 
vantages of Raytheon Microtherm Microwave 
Diathermy, speak to your dealer. Ask for a com- 
plete office demonstration. It must satisfy your 
most demanding requirements. 


Excellence in Electronics 


RAYTHEON MANUFACTURING COMPANY 
Commercia! Equipment Division—Medical Products Department 
Waltham 54, Massachusetts 
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